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ABDOMINAL DISCOMFORT COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

Death; Passed out; Stomach was bothering; Constipated; Difficulty breathing; Weakness/Event: Weakness 

was reported as worsened; a temperature of 99.4 degrees; Sweaty; Cold; Muscle ache; Body Aches; 

Diarrhea; Nausea; Vomiting; Fatigue/Tiredness; His raspy throat felt like he had mucus stuck in his throat; 

Cough; Raspy throat/worsened; This is a spontaneous report from a contactable consumer reporting her 

husband. A 75-year-old male patient received the second dose of BNT162B2 (PFIZER-BIONTECH COVID-

19 VACCINE, Batch/lot number: EM9810, Expiry Date: Jun2021) at the age of 74- year-old via an 

unspecified route of administration on 04Feb2021 09:15 at single dose in Arm, Right for COVID-19 

immunisation. Medical history included type 2 diabetes mellitus for about 20-25 years, ongoing kidney 

disease from 2005, ongoing chronic kidney disease, cardiac pacemaker insertion. The patient was 

diagnosed with kidney disease in 2005, but it was about 1 to 1-1/2 years ago that his kidney disease 

progressed to Stage 4 Kidney Disease. She said the Veterans Administration diagnosed her husband with 

his kidney disease, but her husband saw a private doctor, as well as, a VA doctor for his care. There were 

no concomitant medications. The patient previously received the first dose of BNT162B2 (Lot Number: 

EL3248; Expiration Date: Apr2021) at the age of 74- year-old Intramuscularly at approximately 08:45AM on 

15Jan2021 in right arm for COVID-19 immunisation and had no reaction. There were no additional vaccines 

administered on same date of the Pfizer suspect. There were no Prior Vaccinations within 4 weeks. The 

patient had symptoms start earlier in the day of Tuesday, 09Feb2021, after his second COVID-19 Vaccine 

shot (04Feb2021). The reporter said she and her husband didn't think anything of his symptoms at first. The 

patient had a temperature of 99.4 degrees on 09Feb2021. She didn't check her husband's temperature 

again after that time because the nurse at her husband's doctor's office said her husband's temperature 

was not at an area of concern. The patient was sweaty, off and on, starting 09Feb2021. She clarified he 

would be sweaty and the cold, but nothing extreme. The patient developed muscle aches, body aches, 

diarrhea, nausea, and vomiting on 09Feb2021. She clarified her husband had fatigue, tiredness, and had 

trouble with a raspy throat. His raspy throat started Tuesday evening (09Feb2021). His raspy throat felt like 

he had mucus stuck in his throat, and he was unable to clear the mucus from his throat. The reporter called 

her husband's primary care doctor on the morning of 10Feb2021 because her husband was having trouble 

No prior vaccinations for 

this event. 



with a raspy throat, and difficulty breathing. She said on Tuesday night (09Feb2021) her husband had to 

sleep sitting up because he couldn't lay down with his breathing. He was able to eat breakfast (clarified as 

oatmeal and an orange), lunch (clarified as soup and a salad), and dinner (clarified as soup and half a 

sandwich. She said her husband ate all the meat and half of the bread on the sandwich) on 10Feb2021. 

Her husband's primary care doctor wasn't available to speak to on Wednesday morning (10Feb2021), but 

the doctor's nurse said it sounded like her husband was having a reaction to his second COVID-19 Vaccine 

shot. The reporter said her husband's doctor instructed her later in the day to take her husband to the 

Emergency Room or Urgent Care if he didn't feel any better. Her husband's throat raspiness got worse in 

the evening of 10Feb2021. His breathing also became worse after dinner in the evening of 10Feb2021. The 

patient leaned forward over a couple pillows while sitting on their couch as it was easier for him to breath by 

doing that. They decided at 11:00PM that her husband should go to the Emergency Room. She said her 

husband was getting very weak, so she and her husband debated if she should call # for an ambulance, or 

if she should drive him to the Emergency Room. She said her husband was able to dress himself, but with 

some difficulty, and she assisted walking him from their house to their car. She said she had turned to walk 

away from her husband while he was at the side of their car, and then she heard her husband make a 

noise. He had appeared to have passed out. She clarified in the past, her husband had passed out prior to 

his pacemaker. She said she dialed #, and the # operator told her how to tell if her husband was still 

breathing. She said she couldn't tell if her husband was still breathing. She said when the ambulance 

arrived at her house, the ambulance staff worked on her husband for a long time. The reporter thought her 

husband had died at the time he had collapsed at the side of their car. The patient took a sugar free cough 

syrup Tuesday night (09Feb2021), and then again a couple times on Wednesday (10Feb2021) as 

treatment. The patient had thrown up a couple times, but found that the sugar free cough syrup soothed his 

cough the night before (09Feb2021). She said her husband had taken 2 TUMS early on Wednesday 

morning at approximately 2:00AM (10Feb2021). He had said his stomach was bothering him on 

10Feb2021. He said he thought he may be constipated, so he took 1 Senokot (Clarified as GeriCare 

Senna-Plus Natural Vegetable Laxative with Stool Softener) on 10Feb2021. She clarified her husband had 

diarrhea on 09Feb2021, but felt on 10Feb2021 he may have been constipated. There were no adverse 

events required a visit to Emergency Room since Patient's wife stated she was getting her husband to their 



car, so she could drive him to the Emergency Room, when her husband collapsed and died or to Physician 

Office as they spoke with the nurse at her husband's primary care doctor's office. Weakness was reported 

as worsened. The outcome of events Sweaty, Cold, Muscle ache, Body Aches, Fatigue/Tiredness, Raspy 

throat/worsened, Difficulty breathing, Weakness was not recovered; and of the remaining events was 

unknown. The patient died on 11Feb2021. The patient's official time of death was Thursday, 11Feb2021, at 

12:08AM. Cause of death was unknown. An autopsy was not performed and it would take 3 weeks for a 

death certificate to be issued. The reporter stated she thought it was important to notify Pfizer of her 

husband's passing because his side effects fell within the expected time period after receiving his second 

COVID-19 Vaccine.; Reported Cause(s) of Death: Death 

ABDOMINAL DISCOMFORT 

COVID19 (COVID19 

(PFIZER-BIONTECH)) 

(1200)  

cardiac arrest due to pericardial effusion; cardiac arrest due to pericardial effusion; On 21Feb he went to the 

ER after vomiting and passing out; On 21Feb he went to the ER after vomiting and passing out; On 19Feb, he 

began to feel ill again with a fever. He felt worse on 20Feb; On 19Feb, he began to feel ill again with a fever. 

He felt worse on 20Feb; fever; headache; stomach upset; This is a spontaneous report from a contactable 

consumer reporting for the father: A 75-year-old male patient received the 1st dose of bnt162b2 (BNT162B2, 

Lot # EL3428) at single dose at left arm on 03Feb2021 for Covid-19 immunisation. Medical history included 

type 2 diabetes mellitus. No known allergies. The patient had not experienced Covid-19 prior vaccination. 

Concomitant medication in 2 weeks included amitriptyline hydrochloride (manufacturer unknown) 10 mg, 

atorvastatin (manufacturer unknown) 20 mg, dutasteride (manufacturer unknown) 0.5 mg, linaclotide 

(LINZESS) 290 mcg, gabapentin (manufacturer unknown) 300 mg, montelukast (manufacturer unknown) 10 

mg, ramipril (manufacturer unknown) 5 mg, insulin degludec (TRESIBA) 100 unit/ml, liraglutide (VICTOZA) 18 

mg/3ml solution. No other vaccine in 4 weeks. The patient experienced cardiac arrest due to pericardial 

effusion on 21Feb2021 14:15, fever on 13Feb2021, headache on 13Feb2021, stomach upset on 13Feb2021, 

on 19feb, he began to feel ill again with a fever, he felt worse on 20feb on 19Feb2021, on 21feb he went to 

No prior vaccinations 

for this event. 



the ER after vomiting and passing out on 21Feb2021. Events resulted in Emergency room/department or 

urgent care. Therapeutic measures were taken as a result of cardiac arrest due to pericardial effusion. Course 

of events: In Feb2021, 10 days after his 1st injection, the patient developed fever, headache, and stomach 

upset. He went for a rapid Covid-19 test (nasal swab) and it was negative on 11Feb2021. The doctor told him 

he might be having a delayed reaction to the vaccination. After a couple of days, he improved. On 

19Feb2021, he began to feel ill again with a fever. He felt worse on 20Feb2021. On 21Feb2021 he went to 

the ER after vomiting and passing out and received treatment: IV fluids, diagnostic testing at ER. Rapid Covid 

test (nasal swab) at ER came back negative again on 21Feb2021. His heart arrested suddenly and he could 

not be resuscitated. CT scan results, that came back after death, showed Covid like pneumonia and 

pericardial effusion. The patient died on 21Feb2021 14:15. Cause of death was cardiac arrest due to 

pericardial effusion. An autopsy was not performed. The outcome of cardiac arrest due to pericardial effusion 

was fatal, of fever, headache, stomach upset was recovering, of he began to feel ill again with a fever, he felt 

worse was not recovered, of he went to the ER after vomiting and passing out was unknown.; Reported 

Cause(s) of Death: cardiac arrest due to pericardial effusion; cardiac arrest due to pericardial effusion 

ABDOMINAL DISTENSION 
COVID19 (COVID19 

(MODERNA)) (1201)  

"02/08/21--2 days after vaccine--Resident stated that she ""didn't feel good"" (She is developmentally 

delayed and less able to communicate how she feels than those in the community) and stopped eating 

most foods; also had fatigue. Vitals, coloring, & behavior were normal. 02/09/21--Belly was firm and mildly 

distended (although she stated it didn't hurt); she coded this evening and CPR was performed before EMT 

could transport her to the hospital. 02/10/21--Resident passed." 

No prior vaccinations for 

this event. 

ABDOMINAL DISTENSION 

COVID19 (COVID19 

(PFIZER-BIONTECH)) 

(1200)  



"Narrative: Patient seen in ED 1-17-21 with c/c of ""bloated with epigastric pain"". Patient with complicated 

medical history including stage 1B pancreatic cancer (was currently on chemotherapy mFOLFIRINOX), and 

a leadless permanent pacemaker implantation on 1-11-21 for long episodes of SR with complete heart 

block following symptoms of syncope (other cardiac history: CAD s/p CABG 2009, PAF, and HTN). 

Regarding ER visit for epigastric pain, nothing notable was found on workup and patient was to discharge 

home to rest. There were available doses of COVID-19 Vaccine following a vaccine clinic that same day, 

and patient was offered and agreed to a dose of vaccine. Patient was monitored for 15 minutes post 

vaccine with no notable issues. The following day, Monday 1-18-21, patient's caregiver called facility at 

22:30 to report he had a fever of 102.8 degrees and that he had been ""feeling kind of bad all day"". Patient 

was advise to seek urgent medical care and reported back to ED on 1-19-21 at 00:55. Patient wasd 

admitted for SIRS (tachycardia and febrile) -- patient also reported diffuse myalgia. WBC WNL, CXR 

unremarkable for infection, UA neg for bacteria, LFTs WNL, blood cultures negative. Procalcitonin elevated 

at 17.8 -- suggesting inflammatory response. Patient initially reported feeling better on the morning of 1-19-

21, but around 13:00 began rapidly declining (confusion, unable to walk) and started experiencing EKG 

changes (9 beats of SVT). Patient then coded and resuscitation was attempted for approximately 30 

minutes. Patient did not survive the code. Coroner has been notified and family is considering autopsy at 

time of this report." 

No prior vaccinations for 

this event. 

ABDOMINAL INJURY 

COVID19 (COVID19 

(PFIZER-BIONTECH)) 

(1200)  

Fall 2/4 hospital admission 2/7/21 with death on 2/8/2021. Patient continued to decline on Bipap he was 

a DNR/DNI and family decided on comfort measures and he expired 2/8/2021. 

No prior vaccinations for this 

event. 

ABDOMINAL PAIN 
COVID19 (COVID19 

(MODERNA)) (1201)  



Abdominal pain, Headaches, chest pain, loss of appetite, confusion, elevated liver enzymes 

1/8-1/15/21 
No prior vaccinations for this event. 

ABDOMINAL PAIN 
COVID19 (COVID19 (MODERNA)) 

(1201)  

Pt. presented to the ER with abd pain and septic shock. Pt. reported to feel ill shortly after 

receiving the vaccine. 
No prior vaccinations for this event. 

ABDOMINAL PAIN 
COVID19 (COVID19 (MODERNA)) 

(1201)  

On 2/1/2021, the patients daughter, who claims is a nurse, reported this incident to me. She stated that the 

evening after the patient received the vaccine, she felt some mild injection site pain. The morning after, the 

patient reported severe abdominal pain, diarrhea and vomiting. The patients daughter then called her 

physician to report these symptoms and attributed them as an adverse reaction to the vaccine at that time. 

These symptoms were intermittent for one week and no other adverse reactions were noted. In the early 

morning hours of 1/27/2021, the patient was toileting and had expired while doing so. An ambulance was 

called and cause of death was not found. An autopsy was not performed. 

No prior vaccinations 

for this event. 

ABDOMINAL PAIN 
COVID19 (COVID19 

(MODERNA)) (1201)  

Toileting and had expired while doing so; Severe abdominal pain; Diarrhea; Vomiting; Mild injection site pain; 

A spontaneous report was received from a healthcare professional concerning an 88-year-old , female patient 

who received Moderna's COVID-19 vaccine (mRNA-1273) and experienced the events, toileting and had 

expired while doing so (death), mild injection site pain, severe abdominal pain, diarrhea, and vomiting. The 

patient's medical history was not provided. No relevant concomitant medications were reported. On 20 Jan 

2021, the patient received their first of two planned doses of mRNA-1273 (Lot number: 029L20A) 

No prior vaccinations 

for this event. 



intramuscularly in the left arm for prophylaxis of COVID-19 infection. On 20 Jan 2021, the patient felt mild 

pain at the injection site after receiving the vaccine. On 21 Jan 2021, the patient reported severe abdominal 

pain, diarrhea and vomiting. These symptoms were intermittent for a week and no other adverse events were 

noted. On 27 Jan 2021, the patient passed away while toileting. Action taken with mRNA-1273 in response to 

the events was not applicable. The patient died on 27 Jan 2021. The cause of death was unknown. An 

autopsy was not performed.; Reporter's Comments: The gastrointestinal events were consistent with 

increased risk associate with elderly age of patient. The cause of death was unknown. Autopsy was not 

performed. Very limited information regarding the events is available at this time. Based on the current 

available information and temporal association between the use of the product and the start date of the 

events, a causal relationship cannot be excluded.; Reported Cause(s) of Death: unknown cause of death 

ABDOMINAL PAIN 
COVID19 (COVID19 

(MODERNA)) (1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 

abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of vomiting 

and dry heaving. 

No prior vaccinations for 

this event. 

ABDOMINAL PAIN 
COVID19 (COVID19 

(MODERNA)) (1201)  

911 called to patients house for trouble breathing and abdominal pain. Patient coded, wife presented 

DNR paperwork. Patient presented to Hospital DOA at 0958. 

No prior vaccinations for this 

event. 

ABDOMINAL PAIN 
COVID19 (COVID19 

(MODERNA)) (1201)  

Mentation has declined since hospital discharger for fall on 2/6/20201. Patient has also had significant poor 

oral intake. Brought in due to apneic episodes. Abdominal pain - diffuse tenderness (right sided) Elevated 
No prior vaccinations for 



liver enzymes - likely secondary to dehydration Increased serum creatine kinase - likely due to dehydration this event. 

ABDOMINAL PAIN 

COVID19 (COVID19 

(PFIZER-BIONTECH)) 

(1200)  

54 y/o M with PMH of HTN, HLD, Alcoholic Cirrhosis, Aortic Valve Stenosis, and angina BIBA as a Medical 

Alert for cardiac arrest noted PTA. Per EMS, the patient called because he was having constant, diffuse 

abdominal pain x 1 day that radiated to his chest. On scene, the patient had a witnessed arrest with EMS 

starting CPR. He was given 3 rounds of epi without ROSC. Pt had no associated shockable rhythm. Of 

note, pt's wife, had noted pt had received covid vaccine the prior day. 

No prior vaccinations for 

this event. 

ABDOMINAL PAIN 

COVID19 (COVID19 

(PFIZER-BIONTECH)) 

(1200)  

presented to ED 1/9/21 with abdominal pain, progressive worsening weakness and fatigue and new onset 

A fib with RVR likely due to hypertensive urgency . Patient progressed clinically with severe hypoxia and 

transferred to ICU and started on BiPAP; progressive decline with decreased urinary output with uremia 

likely secondary to sepsis. Concern with patient worsening clinical decline, palliative care had been 

consulted on end of life care. Patient expired 1/17/21 

No prior vaccinations for 

this event. 

ABDOMINAL PAIN 

COVID19 (COVID19 

(PFIZER-BIONTECH)) 

(1200)  

Patient stated he wasn't feeling well on January 25, 2021, wasn't eating and complained of abdominal pain. 

Patient noted to have indigestion and was constipated. Meds provided and labs ordered. On morning of 

January 26, 2021, patient became weak, lethargic and hypoxic and was sent to emergency department 

No prior vaccinations for 

this event. 



around 0700 hours on January 26, 2021. At approximately 1100 hours, emergency physician notified this 

writer that patient was not going to overcome his illness and would be placed on comfort care. At 

approximately 1130 hours, this writer was notified that patient had passed away from multi-organ failure. 

ABDOMINAL PAIN 

COVID19 (COVID19 

(PFIZER-BIONTECH)) 

(1200)  

Patient with inoperable pancreatic cancer received second Pfizer vaccine approximately 12:30 pm on 

1/27/21. At approximataely 16:30, patient complained of abdominal pain and was given Levsin 0.125mg 

and morphine 5mg orally. At approximately 19:30 patient was found on the floor covered in a large amount 

of emesis, unresponsive without a pulse. 

No prior vaccinations for 

this event. 

ABDOMINAL PAIN 

COVID19 (COVID19 

(PFIZER-BIONTECH)) 

(1200)  

Day after receiving the vaccine, the patient complained of abdominal pain which worsened over the day. 

She went to the ED and was hospitalized. Abdominal pain complaints increased and continued, she 

decompensated rapidly, was intubated and subsequently died 3 days later. Imaging results showed, 

progressive ovarian cancer in the bowels. Blood culture revealed that she had E.Coli in her blood. It is 

thought that this is NOT related to the vaccine. 

No prior vaccinations for 

this event. 

ABDOMINAL PAIN 

COVID19 (COVID19 

(PFIZER-BIONTECH)) 

(1200)  

Patient was tested for covid on 2/2/21 with positive resulted. Presented to Hospital ER on 2/10/21 with c/o of 

abdominal pain. Diagnosed with gastritis, prescribed metoclopromide and famotidine and dc home. Returned 
No prior vaccinations 



to ER on 2/13/21 with c/o of weakness, diarrhea, foot ulcer, and loss of appetite. Diagnosed: 1) Dyspnea and 
hypoxia secondary to Covid-19 2) Extensive bilateral lung infiltrates secondary to Covid-19 3) Increased Cr 4) 
Increased LFTs, ferritin, d-dimer, troponin secondary to Covid-19 5) Elevated procalcitonin placing the patient 
at high risk for sepsis 6) Chronic appearing Right foot wound without signs of secondary infection Patient 
transferred to a different hospital in another city. 

for this event. 

ABDOMINAL PAIN LOWER 
COVID19 (COVID19 
(MODERNA)) (1201)  

Cardiac arrest; Pain on her upper right chest; Lot of pain in lower abdomen; Pain underneath arm; Thought it 
was muscle aches; A spontaneous report was received from a nurse concerning a 92-year-old, female patient 
who received Moderna's COVID-19 Vaccine (mRNA-1273) and developed upper right chest pain and 
underneath the arm, severe abdominal pain, muscle aches and cardiac arrest. The patient's medical history 
was not provided Concomitant product use was not provided by the reporter. On 14 Jan 2021, approximately 
five days prior to the onset of the events, the patient received their first of two planned doses of mRNA-1273 
intramuscularly in the arm for prophylaxis of COVID-19 infection. On 19 Jan 2021, the patient developed 
upper right chest pain and pain underneath the arm. They thought it was muscle aches. Sometime later, the 
patient developed a lot of pain in the lower abdomen. The called emergency services and an ambulance 
arrived but the patient then suffered cardiac arrest. Treatment for the event included tramadol. Action taken 
with mRNA-1273 in response to the events was not applicable due to the patient was died. The patient died 
on 19 Jan 2021. The cause of death was reported as cardiac arrest. Autopsy were not provided.; Reporter's 
Comments: Company Comment: This case concerns a 92-year-old female patient who experienced 
unexpected serious events of cardiac arrest, upper right chest pain and underneath the arm, severe 
abdominal pain, muscle aches. The event occurred 5 days after the administration of the first dose of the 
vaccine mRNA-1273 vaccine (Lot #: unknown, expiration date-unknown). Although a temporal association 
exist between the events and the administration of the vaccine, in the absence of critical details such as the 
patient's medical history, any diagnostic test or autopsy result, adequate evaluation and assessment cannot 
be established. Main field defaults to æpossibly related' for all events.; Reported Cause(s) of Death: Cardiac 

No prior vaccinations 
for this event. 



arrest 

ABDOMINAL PAIN UPPER 
COVID19 (COVID19 
(MODERNA)) (1201)  

Feb 8 states she had a cold. Feb 9 added stomach ache and nausea. Feb 9 visited urgent care facility for 
exam and Covid-19 test. Rapid test results were negative. Appeared tired but fine. Told to go home and 
rest. Feb 10 at 9:00 am found dead on the floor in pool of blood and aspirated. Excessive blood in toilet, 
pooled on floor and hallway rug. 

No prior vaccinations for 
this event. 

ABDOMINAL PAIN UPPER 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Daughter call in for VAERS report to file for father whom committed suicide 1/16/2021 in the AM after 
reportable ae of COVID 19 vaccine administered 1/14/2021. Patient sought care twice at ER; first visit by 
ambulance around 5PM and Friday 1/15/2021 Medical Center: Emergency Room. 1st Discharge summary 
diagnosis: adverse reaction to COVID shot; 2nd Discharge summary diagnosis: adverse reaction to COVID 
shot, fever, Panic Disorder-- ER. Medical Center Discharge summary diagnosis: Adverse reaction to the 
vaccine, acute anxiety. Reportable patient symptoms at, 1st visit : fever, shaking stomach cramps, 
breathing issues. Medical Center -- No fever, confusion and dementia type, patient would not stay in patient 
bed; patient would get up and sit down again repeatedly, agitated and anxious. Attempted to urinated 
hospital bed. Patient committed suicide in home. 

No prior vaccinations for 
this event. 

ABDOMINAL PAIN UPPER 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

She had the first dose of Pfizer vaccine at the Campus on Friday 1/15 at 4:30 pm. After the vaccine, she No prior vaccinations for 



had no new symptoms or signs of vaccine reaction and MD friend reports that he checked her pulse which 
was not elevated from baseline. On 1/16, she awakened and continued to feel at her recent baseline. 
However, in the early afternoon, she complained of headache, nausea/epigastric pain, and chest 
heaviness. These apparently were not unusual symptoms for her to feel intermittently. Per her niece, who 
has a home O2 sat device, her 02 sat that morning was 97 with a HR of 87 irregularly irregular. She was 
afebrile. (continue on page 2) 

this event. 

ABDOMINAL PAIN UPPER 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Narrative: Patient seen in ED 1-17-21 with c/c of ""bloated with epigastric pain"". Patient with complicated 
medical history including stage 1B pancreatic cancer (was currently on chemotherapy mFOLFIRINOX), and 
a leadless permanent pacemaker implantation on 1-11-21 for long episodes of SR with complete heart 
block following symptoms of syncope (other cardiac history: CAD s/p CABG 2009, PAF, and HTN). 
Regarding ER visit for epigastric pain, nothing notable was found on workup and patient was to discharge 
home to rest. There were available doses of COVID-19 Vaccine following a vaccine clinic that same day, 
and patient was offered and agreed to a dose of vaccine. Patient was monitored for 15 minutes post 
vaccine with no notable issues. The following day, Monday 1-18-21, patient's caregiver called facility at 
22:30 to report he had a fever of 102.8 degrees and that he had been ""feeling kind of bad all day"". Patient 
was advise to seek urgent medical care and reported back to ED on 1-19-21 at 00:55. Patient wasd 
admitted for SIRS (tachycardia and febrile) -- patient also reported diffuse myalgia. WBC WNL, CXR 
unremarkable for infection, UA neg for bacteria, LFTs WNL, blood cultures negative. Procalcitonin elevated 
at 17.8 -- suggesting inflammatory response. Patient initially reported feeling better on the morning of 1-19-
21, but around 13:00 began rapidly declining (confusion, unable to walk) and started experiencing EKG 
changes (9 beats of SVT). Patient then coded and resuscitation was attempted for approximately 30 
minutes. Patient did not survive the code. Coroner has been notified and family is considering autopsy at 

No prior vaccinations for 
this event. 



time of this report." 

ABDOMINAL PAIN UPPER 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

bowel perforation; pain in her upper abdomen; This is a spontaneous report from a contactable consumer. 
An 86-year-old female patient received the 2nd dose of bnt162b2 (BNT162B2) at single dose on 
13Jan2021 for Covid-19 immunisation, administerd at nursing home/senior living facility Medical history 
included dementia, arthritis. No known allergies. Patient was not pregnant. Patient had not COVID prior 
vaccination. Concomitant medication in 2 weeks included: memantine (manufacturer unknown) 10 mg BID, 
diclofenac (manufacturer unknown) BID, carbidopa, levodopa (manufacturer unknown) 25-100 mg TID, 
quetiapine (manufacturer unknown) 12.5 mg q HS, escitalopram oxalate (LEXAPRO) 10 mg q HS, 
paracetamol (TYLENOL) 650 mg BID, glucosamine (manufacturer unknown) drink. The patient received the 
1st dose of bnt162b2 (BNT162B2) at single dose on 24Dec2020 for Covid-19 immunisation. No other 
vaccine received in 4 weeks. The patient experienced bowel perforation and pain in her upper abdomen on 
18Jan2021 07:30. The events resulted in Emergency room/department or urgent care, Life threatening 
illness (immediate risk of death from the event), and death. On 18Jan2021 07:30 AM, less than a week 
after the second shot, she had pain in her upper abdomen and was taken to the ER on 18Jan2021. CT 
showed a bowel perforation in the small bowel. She had never had bowel surgery or diverticulitis. She had 
been healthy other than her dementia and arthritis. Patient received treatment for the events: hospice and 
pain management. COVID-19 was not tested post vaccination. The cause of death was bowel perforation. 
An autopsy was not performed. Information about lot/batch number has been requested.; Reported 
Cause(s) of Death: bowel perforation 

No prior vaccinations for 
this event. 

ABDOMINAL WALL HAEMATOMA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



Pt with acute resp failure, COVID PNA, that developed symptoms 9 days prior to admit and ultimately 
received first vaccine 6 days prior toa admit, then shortly after progressed with other covid symptoms and 
was admitted. She decompensated while intp and was transferred to ICU for rising O2 needs, ultimately 
had to be intubated. Became hypotensive due to massive hamatoma 2' bleeding into abd rectus muscle. Sx 
and IR consulted and did beside exploration of hematoma. Initially blood pressure responded but overnight 
continued with refractory hypotension. Maxed out vasopressin and levophed, hemodynamics deteriorated. 
Pt passed soon after(2/2). 

No prior vaccinations for 
this event. 

ABDOMINAL WALL HAEMATOMA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt passed soon after; shortly after progressed with other covid symptoms and was admitted / acute resp 
failure, COVID pneumonia; acute resp failure, COVID pneumonia; Became hypotensive due to massive 
hamatoma 2' bleeding into abd rectus muscle.; Became hypotensive due to massive hamatoma 2' bleeding 
into abd rectus muscle.; Became hypotensive due to massive hamatoma 2' bleeding into abd rectus 
muscle.; This is a spontaneous report from a non-contactable Pharmacist. A 76-years-old non-pregnant 
female patient received the first dose of bnt162b2 (PFIZER-BIONTECH COVID-19 VACCINE lot number 
EL3247), intramuscular on 19Jan2021 at single dose for COVID-19 immunisation. The patient medical 
history included COVID symptoms from 16Jan2021 and ongoing. Concomitant medications were not 
reported. The patient with acute resp failure, COVID pneumonia, that developed symptoms 9 days prior to 
admit and ultimately received first vaccine 6 days prior to a admit, then shortly after progressed with other 
covid symptoms and was admitted on 25Jan2021. She decompensated while intp and was transferred to 
ICU for rising O2 needs, ultimately had to be intubated. Became hypotensive due to massive hamatoma 2' 
bleeding into abd rectus muscle. Sx and IR consulted and did beside exploration of hematoma. Initially 
blood pressure responded but overnight continued with refractory hypotension. Maxed out vasopressin and 
levophed, hemodynamics deteriorated. The patient died on 02Feb2021. It was not reported if an autopsy 
was performed. No follow-up attempts are possible. No further information is expected.; Sender's 

No prior vaccinations for 
this event. 



Comments: Based on temporal association, the causal relationship between bnt162b2 and the events 
death, COVID-19 pneumonia, acute respiratory failure, hypotension, abdominal wall haematoma and 
abdominal wall haemorrhage cannot be excluded. The information available in this report is limited and 
does not allow a medically meaningful assessment. This case will be reassessed once additional 
information becomes available. The impact of this report on the benefit/risk profile of the Pfizer product is 
evaluated as part of Pfizer procedures for safety evaluation, including the review and analysis of aggregate 
data for adverse events. Any safety concern identified as part of this review, as well as any appropriate 
action in response, will be promptly notified to Regulatory Authorities, Ethics Committees, and Investigators, 
as appropriate.; Reported Cause(s) of Death: Pt passed soon after 

ABDOMINAL WALL HAEMORRHAGE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt passed soon after; shortly after progressed with other covid symptoms and was admitted / acute resp 
failure, COVID pneumonia; acute resp failure, COVID pneumonia; Became hypotensive due to massive 
hamatoma 2' bleeding into abd rectus muscle.; Became hypotensive due to massive hamatoma 2' bleeding 
into abd rectus muscle.; Became hypotensive due to massive hamatoma 2' bleeding into abd rectus muscle.; 
This is a spontaneous report from a non-contactable Pharmacist. A 76-years-old non-pregnant female patient 
received the first dose of bnt162b2 (PFIZER-BIONTECH COVID-19 VACCINE lot number EL3247), 
intramuscular on 19Jan2021 at single dose for COVID-19 immunisation. The patient medical history included 
COVID symptoms from 16Jan2021 and ongoing. Concomitant medications were not reported. The patient 
with acute resp failure, COVID pneumonia, that developed symptoms 9 days prior to admit and ultimately 
received first vaccine 6 days prior to a admit, then shortly after progressed with other covid symptoms and 
was admitted on 25Jan2021. She decompensated while intp and was transferred to ICU for rising O2 needs, 
ultimately had to be intubated. Became hypotensive due to massive hamatoma 2' bleeding into abd rectus 
muscle. Sx and IR consulted and did beside exploration of hematoma. Initially blood pressure responded but 
overnight continued with refractory hypotension. Maxed out vasopressin and levophed, hemodynamics 

No prior vaccinations 
for this event. 



deteriorated. The patient died on 02Feb2021. It was not reported if an autopsy was performed. No follow-up 
attempts are possible. No further information is expected.; Sender's Comments: Based on temporal 
association, the causal relationship between bnt162b2 and the events death, COVID-19 pneumonia, acute 
respiratory failure, hypotension, abdominal wall haematoma and abdominal wall haemorrhage cannot be 
excluded. The information available in this report is limited and does not allow a medically meaningful 
assessment. This case will be reassessed once additional information becomes available. The impact of this 
report on the benefit/risk profile of the Pfizer product is evaluated as part of Pfizer procedures for safety 
evaluation, including the review and analysis of aggregate data for adverse events. Any safety concern 
identified as part of this review, as well as any appropriate action in response, will be promptly notified to 
Regulatory Authorities, Ethics Committees, and Investigators, as appropriate.; Reported Cause(s) of Death: 
Pt passed soon after 

ABDOMINAL WALL OEDEMA 
COVID19 (COVID19 
(MODERNA)) (1201)  

ER visit 1/25/21 patient walked into a prompt care and collapsed, witnessed and pulseless CPR with ROSC 
after 6-7mins, no shock no meds. Awake and speaking upon arrival to ER. 2 plus pitting edema ble ER 
diagnosis Anasarca, cardiac arrest, hypotension, elevated troponin I levels, Acute kidney injury and 
syncope. ER notes reveal a syncopal episode in the shower prior to collapse at prompt care. Central line 
placed and plan to ship to another facility, patient continued to decline despite dopamine and dobutamine 
expired in ER prior to transfer. 

No prior vaccinations for 
this event. 

ABDOMINAL X-RAY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

on 1/8/2021 17:30 patient taken to ER, cerebellar hemorrhage, stroke, aneurysm No prior vaccinations for this event. 



ABNORMAL BEHAVIOUR COVID19 (COVID19 (MODERNA)) (1201) 
 

"Patient was found ""acting abnormal"" on 1/9/2021 at 1215. VS HR 20-30's. EMS activated. EMS arrived and 
patient was found pulseless in PEA/ asystole, CPR and ACLS initiated and then transported to the MC. 
Unsuccessful resuscitation and expired on 1/09/2021 at 1348. Clinical impression Cardiopulmonary arrest." 

No prior vaccinations 
for this event. 

ABNORMAL BEHAVIOUR 
COVID19 (COVID19 
(MODERNA)) (1201)  

"Patient was tested positive for Covid-19 on 12/9/20. Patient received Covid Vaccine on 1/21/21. Patient was 
observing for 15 minutes in treatment room by Nursing staff. Patient denied any signs/symptoms adverse 
effect: headache, dizziness & weakness, difficulty breathing, muscle pain, chills, nausea and vomiting, and 
fever . Patient seated on treatment table appeared to be relaxed, respiration even and unlabored. Health 
teaching provided. Patient educated to report any changes in condition to staff immediately. Patient verbalized 
understanding and able to verbalize signs and symptoms and adverse effects to be aware of related vaccine. 
On 1/22/21: patient was seen by medical provider for ""altered behavior"". Per medical provider's 
documentation: ""Patient was fallen on 1/2/21 and was sent out to outside hospital on 1/4/21. CT head: no 
intracranial abnormality, age-related changes. Patient had labs (B12, RPR, folate) were within normal limit"". 
We did MMSE today: 22/30 score ""mild dementia"" On 1/23/20: ""Patient was inside his cell. He was walking 
towards cell door to obtain his breakfast, when custody witnessed him collapse and activated the alarm. 
Nursing staff arrived at cell front at 06:34 am and found the patient pulseless and unresponsive, and CPR was 
immediately initiated. AED was attached at 06:35 am and no shock advised. AMR then arrived and patient did 
not have ROSC, and was pronounced dead at 06:54 am.""" 

No prior vaccinations 
for this event. 

ABNORMAL BEHAVIOUR 
COVID19 (COVID19 
(MODERNA)) (1201)  

Received vaccine on 2/6/2021. was a bit off all week per caregivers - low grade temp and reporting pain 
which they treated with Tylenol. She was pretty much herself on morning of 2/13/2021 - got up, had 

No prior vaccinations for 



shower. caregivers noted her extremities were cool and face was red. temp was 97.4. She was placed in 
wheelchair with book in the living room. caregivers noted she was not turning pages of the book as she 
usually would. She was tracking, so they don't think she had a seizure. Caregiver moved her back to bed 
with blanket and noted that her lips were blue and at that point called 911. She was found with agonal 
breathing, CPR started, intubated by EMS, taken to the ER and diagnosed with cardiac arrest upon arrival. 
CPR was continued until family could be reached and decision was made to stop resuscitation. 

this event. 

ABNORMAL BEHAVIOUR 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"The resident received is vaccine around 11:00 am and tolerated it without any difficulty or immediate 
adverse effects. He was at therapy from 12:36 pm until 1:22 pm when he stated he was too tired and could 
not do anymore. The therapist took him back to his room at that time and he got into bed himself but stated 
his legs felt heavy. At 1:50 pm the CNA answered his call light and found he had taken himself to the 
bathroom. She stated that when he went to get back into the bed it was ""abnormal"" how he was getting 
into it so she assisted him. At that time he quit breathing and she called a RN into the room immediately. 
He was found without a pulse, respirations, or blood pressure at 1:54 pm. He was a DNR." 

No prior vaccinations for 
this event. 

ABNORMAL BEHAVIOUR 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

PATIENT GOT HER FIRST COVID PFIZER VACCINE AT 12/31 IN THE AM. HAD GOTTEN FLU LIKE 
SYMPTOMS AND HAD BEEN SICK FOR A COUPLE OF DAYS. HAD NAUSEA AND VOMITTING 
DURING THIS TIME AS WELL. ON 1/3 THE CARE GIVER WENT TO CHECK ON HER PT AT HER LTC 
FACILITY WHERE SHE LIVES AND SHE WASN'T ACTING RIGHT. SHE WAS UNABLE TO DO A 
STROKE EXAM. PT HAD NO MOVEMNET IN ARMS OR LEGS AND WAS UNABLE TO SPEAK. PT WAS 

No prior vaccinations for 
this event. 



VITALLY STABLE AT THE TIME. EMS RECORDED THAT THEY THOUGHT DIAGNOSIS WOULD BE 
STROKE, PNEUMONIA OR SEPSIS. AFTER ARRIVAL AT THE HOSPITIAL DETERMED THAT SHE 
HAD A STORKE, ACUTE KIDNEY INJURY, ABNORMAL LFTS. 

ABNORMAL BEHAVIOUR 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Daughter call in for VAERS report to file for father whom committed suicide 1/16/2021 in the AM after 
reportable ae of COVID 19 vaccine administered 1/14/2021. Patient sought care twice at ER; first visit by 
ambulance around 5PM and Friday 1/15/2021 Medical Center: Emergency Room. 1st Discharge summary 
diagnosis: adverse reaction to COVID shot; 2nd Discharge summary diagnosis: adverse reaction to COVID 
shot, fever, Panic Disorder-- ER. Medical Center Discharge summary diagnosis: Adverse reaction to the 
vaccine, acute anxiety. Reportable patient symptoms at, 1st visit : fever, shaking stomach cramps, 
breathing issues. Medical Center -- No fever, confusion and dementia type, patient would not stay in patient 
bed; patient would get up and sit down again repeatedly, agitated and anxious. Attempted to urinated 
hospital bed. Patient committed suicide in home. 

No prior vaccinations for 
this event. 

ABNORMAL BEHAVIOUR 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"vomiting x3 1/8/21 1/9/21 00:34 - called to resident room by CNAs, staff stated resident was ""different"". 
Vitals taken and 02 sat was low, O2 in room and applied via NC @3L, O2 sat returned to 98 and all other 
vitals WNL including BS. Resident asked how he felt, stated he felt ""okay"". Resident exhibiting some 
shakey movements and clearing throat, states he does not have any phlegm or drainage or trouble 
swallowing. MD called and updated on situation, voicemail left. 1/9/21 11am- resident has been making a 
""growling"" noise this shift. resident also has tremors. resident alert and answers questions appropriately. 

No prior vaccinations for 
this event. 



when asked if resident wants to go to hospital, resident firmly states ""no"". vitals wnl. no emesis noted. will 
continue to monitor resident. 1/9/21 12p- resident not answering questions appropriately. resident only 
answering yes or no. resident cannot tell me name, or the year, resident cannot state where he is currently 
or birthdate." 

ABNORMAL FAECES 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

He started vomiting 2 days later. we suspect he was having stool issues as well. he vomited blood at some 
point over the weekend. there was black vomit right before he passed. from 2am-6am he was wheezing and 
rattling and then he passed at approximately 6am 3/1/2021 at home. EMS did come and try to revive him and 
were unsuccessful. 

No prior vaccinations 
for this event. 

ABSENCE OF IMMEDIATE TREATMENT RESPONSE 
COVID19 (COVID19 
(MODERNA)) (1201)  

CARDIAC ARREST, DEATH Narrative: The patient presents to the emergency department in 
cardiopulmonary arrest. CPR was continued upon arrival. The Combi tube was removed and an 
endotracheal tube was placed without complications. ROSC was obtained multiple times but the patient 
continued to go into PEA. The patient was seen in the emergency department by both critical care and 
Cardiology. EKG shows ST elevations, but the patient was unstable to go to catheterization. The patient 
had 1 episode of asystole. Despite best efforts and multiple attempts we were unable to resuscitate the 
patient. Time of death 1253 on 1/24/21. 

No prior vaccinations for 
this event. 

ABSENCE OF IMMEDIATE TREATMENT RESPONSE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



Patient developed hypoxia on 1/4/2021 and did not respond to maximal treatment and 
passed way on 1/5/2021 

No prior vaccinations for this event. 

ABSENCE OF IMMEDIATE TREATMENT RESPONSE 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

patient declined 12/30/2020 and was transferred to hospital where he did not respond to 
treatment and passed away 1/4/2020 

No prior vaccinations for this event. 

ACIDOSIS 
COVID19 (COVID19 (MODERNA)) 

(1201)  

Sudden death 2/7/21 @ 0309 Started acute encephalopathy & required intubation Soon after 
intubation went into cardiac arrest Likely severe acidosis. 

No prior vaccinations for this 
event. 

ACIDOSIS 
COVID19 (COVID19 
(MODERNA)) (1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 
abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of 
vomiting and dry heaving. 

No prior vaccinations for this 
event. 

ACIDOSIS 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"In discussion with Dr., medical director at Detox, she arrived night of 2/3/21 was quite intoxicated so was 
not going through any withdrawal. She was getting vitals and CIW checked regularly. First dose of 
chlordiazepoxide 25mg was 2/4 at 1:25pm for CIWA 9. She had repeat vitals at 5:50pm, CIWA 1, vitals: P 

No prior vaccinations for 
this event. 



67, 118/79, 94% on RA, T 98.3. she had complained of some ""pressure in her head"" and feeling anxious, 
but otherwise denied other complaints. she was talking with others in the group, then other patients report 
she suddenly started having seizure like activity around 6:45pm, med techs came to help and found her 
stiff, gurgling. they tried to get vitals on her, called 911, noticed that at 6:54pm she had lost a pulse and they 
started CPR. paramedics arrived at 7:08pm and she was brought to ED. Pt BIBA in cardiac arrest. Pt was 
at Detox Center when she was reported to have seizure-like activity followed by collapse. She was found to 
be pulseless and CPR initiated by staff members. EMS arrived and performed approx 15 min of CPR and 
gave pt epi x 3 and bicarb. No shocks administered but they did not report a rhythm. In the emergency 
room the patient arrived and was found to be pulseless with PEA arrest, CPR was initiated, patient was 
intubated. ROSC ultimately achieved, patient remained very acidotic despite ventilator adjustment, head CT 
revealed cerebral edema. Pt also found to be profoundly anemic with a hemoglobin of 5 and platelets of 37, 
she was thought to be GI bleeding so medications for this were initiated. Patient then became more 
hypoxemic with bradycardia, consultation with neurosurgery and critical care medicine at tertiary care 
center deemed ongoing CPR futile. Patient arrested at 2:30AM on 2/5, pronounced dead at 2:48AM." 

ACIDOSIS 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

For the two days prior to presentation the patient had been complaining of chest pain, his breathing seemed 
to be labored Monday. He and the family thought the pain was due to shingles as he carried this diagnosis 
from a month ago. Patient had also received the COVID vaccine 2 days prior to presentation and assumed 
he was feeling unwell due to the vaccine. Family wanted to take him to the hospital yesterday and earlier 
today but he refused. She left him in his home earlier this afternoon prior to presentation and returned to 
check on him finding him unresponsive and apneic at which time EMS was activated. #cardiac arrest -- 
suspect primary cardiac given collateral from family at home, consider hypoxemia which was corrected with 
advanced airway and 100% FiO2, patient clinically euvolemic and with soft brown stool in diaper not 
suggestive of GI hemorrhage, attempt to address acidosis with CPR and bicarbonate, not hypoglycemia, on 

No prior vaccinations for 
this event. 



bedside ultrasound FAST neg and no pericardial effusion suggestive of tamponade and +lung sliding bil not 
spontaneous pneumothorax Assessment/Diagnosis: -cardiac arrest, cause unspecified 

ACIDOSIS 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

PATIENT WAS ADMITTED TO ER FOR ALTERED MENTAL STATUS / UTI SEPSIS WITH SEPTIC 
SHOCK / COVID AND COVID PNA PATIENT WAS ADMITTED TO ICU AND DIED . POA WISH TO 
WITHDRAWL EXTRME MEASURES 

No prior vaccinations for 
this event. 

ACTIVATED PARTIAL THROMBOPLASTIN TIME 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital by 
ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. DNR 
status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

No prior vaccinations 
for this event. 

ACTIVATED PARTIAL THROMBOPLASTIN TIME PROLONGED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 
abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of vomiting 
and dry heaving. 

No prior vaccinations for this 
event. 

ACTIVATED PARTIAL THROMBOPLASTIN TIME PROLONGED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



2/12/2021 Vaccine 2/13/2021 Weakness, oral ulcers 2/17/2021 Brought to ER for loss of consciousness, 
altered mental status, rectal bleeding; work up showed sepsis, UTI, anemia, pneumonia, pleural effusion, 
pancytopenia, hypotension; persistent hypotension and respiratory failure 2/18/2021 Passed away at 5:54AM 

No prior vaccinations 
for this event. 

ACTIVATED PARTIAL THROMBOPLASTIN TIME SHORTENED 
COVID19 (COVID19 
(UNKNOWN)) (1202)  

5 days after receiving his COVID vaccination the patient had a spontaneous (nontraumatic) subarachnoid 
hemorrhage which was fatal. The patient had previously been stable on his coumadin dosing with therapeutic 
INRs for the past several months per his wife. At time of presentation his blood pressure in the ER was 
elevated to 223/94 and his INR was risen to 3.1 

No prior vaccinations 
for this event. 

ACUTE CORONARY SYNDROME 
COVID19 (COVID19 
(MODERNA)) (1201)  

Resident passed away unexpectedly on 01/19/21 after developing acute hypoxic respiratory failure on 
morning of 01/19/21. She was transferred to hospital via EMS where she was intubated, coded, and 
ultimately expired with uncertain underlying cause, potentially ACS. 

No prior vaccinations for 
this event. 

ACUTE HEPATIC FAILURE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Patient received her first covid vaccine on 1/27/21. on 1/30/21 she presented to the emergency department 
complaining of nausea, she had a negative work up, felt better and was sent home. on 2/5/21 she returned to 
the emergency department more ill-appearing and complaining of ""feeling sick"". she had fatigue, chills, 
decrease in activity level. her work up at this visit revealed multiple metabolic abnormalities, sepsis and 
bacteremia. She ultimately passed away at this visit with at cause of death listed as acute liver failure, 

No prior vaccinations 
for this event. 



pneumonia, and DIC>" 

ACUTE KIDNEY INJURY 
COVID19 (COVID19 
(MODERNA)) (1201)  

Resident has increase weakness and lethargy with abnormal labs. He was transferred to the ER. He 
was admitted to the hospital and treated for worsening AKI and hypotension. 

No prior vaccinations for this 
event. 

ACUTE KIDNEY INJURY 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt. was admitted to hospital on 1/6/21 with fatigue, weakness. Pt. was Covid positive in November of 2020. 
Impression upon admission was fatigue may be due to her aortic stenosis and some hypertensive issues with 
blood pressure changes. She was anemic. WBC was elevated to 19.2, HBG 10.5, NA-131, K+ - 3.1, Rule out 
bacterial infection. Potential source could be her heart valve. Also noted to have acute renal failure with BUN 
of 47 and Creatinine of 2.2 noted. Pt. was transferred to Hospital on 1/8/2021 with dx of aortic stenosis, 
bacteremia, ARF, Dehydration and anemia. Discharged with dx. of sepsis. Pt. expired on 1/18/21 with dx. of 
severe sepsis, complete heart block, staphylococcus epidermidis bacteremia. 

No prior vaccinations 
for this event. 

ACUTE KIDNEY INJURY 
COVID19 (COVID19 
(MODERNA)) (1201)  

The patient, who was a pharmacist, developed fatigue and shortness of breath hours after receiving vaccine. 
Two days later, on 01/28/2021, the patient went to local urgent care for worsening shortness of breath and 
was referred to Hospital for worsening dyspnea and hypoxia. The patient was admitted to the hospital We 
was found to have bilateral pulmonary infiltrates and treated for pneumonia with Rocephin and azithromycin. 
He was tested for COVID-19 multiple times, but each of the results were negative. Despite the negative 
results, there was high clinical suspicion for COVID-19 and the patient was started on Remdesivir and 
Decadron. The patient's oxygen requirements continued to worsen and the patient was transferred to another 

No prior vaccinations 
for this event. 



facility for higher level of care. There his hypoxia worsened and he required mechanical ventilation. Patient 
then developed hypotension and required vasopressors for blood pressure support. Furthermore, patient 
developed acute renal failure requiring hemodialysis. Despite mechanical ventilation with FiO2 100%, and for 
vasopressors, patient clinically deteriorated and family decided to palliatively extubate on 02/05/2021. 

ACUTE KIDNEY INJURY 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient had Covid-19 in October of 2020. He recovered. He received the vaccination on 12/30/2020 with no 
complaints. On 01-05-2021 it was noted to he was incontinent of urine and bilateral lower extremity edema. 
Lab work was completed showed acute kidney injury. He had decreased blood pressure and oxygen 
saturations on 01-06-2021 He was admitted to the hospital with rapid progression of symptoms and 
suggested multi-system failure. He had a long cardiac history. On 01-14-2021 he passed away with a 
diagnosis of Cardiomyopathic CHF, A.Fib contributory. 

No prior vaccinations 
for this event. 

ACUTE KIDNEY INJURY 
COVID19 (COVID19 
(MODERNA)) (1201)  

Admitted to hospital with sob upon exertion that started prior to vaccine. Hx COPD, HTN, CKD, 
hyperlipidemia, bladder cancer in remission. Stated he has been taking Eliquis and Xarelto between renal 
doctor and cardiologist Dr. Anticipating going home 2/5/21 but then turned blue and stopped breathing under 
a DNR. COVID test negative. Labs show acute on chronic renal failure with an elevated troponin likely from 
demand ischemia. 

No prior vaccinations 
for this event. 

ACUTE KIDNEY INJURY 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt presents to ER with increased weakness, hypoxia, history of COPD, but not oxygen dependent., 
hypotension. Acute Kidney failure noted in labs, not previously diagnosed , new hyperkalemia. BP 73/39, HR 

No prior vaccinations 



67. dopamine initiated, and switched to Levophed. Oxygen Sat 86%, requiring 10 L O2. Transferred from this 
critical access hospital to another Hospital. Expires later 2-13-2021 

for this event. 

ACUTE KIDNEY INJURY 
COVID19 (COVID19 
(MODERNA)) (1201)  

ER visit 1/25/21 patient walked into a prompt care and collapsed, witnessed and pulseless CPR with ROSC 
after 6-7mins, no shock no meds. Awake and speaking upon arrival to ER. 2 plus pitting edema ble ER 
diagnosis Anasarca, cardiac arrest, hypotension, elevated troponin I levels, Acute kidney injury and syncope. 
ER notes reveal a syncopal episode in the shower prior to collapse at prompt care. Central line placed and 
plan to ship to another facility, patient continued to decline despite dopamine and dobutamine expired in ER 
prior to transfer. 

No prior vaccinations 
for this event. 

ACUTE KIDNEY INJURY 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient reported feeling weak, fatigue, fever (102), and loss of appetite. Patient subsequently went to the 
ER 2/6/2021 and tested positive for COVID-19 on 2/7/21 (collection date). See following discharge 
summary from ED: 82 y.o. female who initially presented to the ED with complaint of generalized 
weakness, fatigue, fever, and loss of appetite x at least 4 days since receiving Covid 19 vaccine. Her 
workup in the emergency room was significant for hypoxia with 02 saturation 88% on 2LPM (home 
nocturnal 02 requirement) with improvement to mid-90s on 4LPM. Blood sugar was 47, Cr 1.61. CXR 
showed extensive R lung and moderate left lung opacities. She was started on empiric ceftriaxone and 
azithromycin and admitted to the hospitalist service for further workup and mgmt. During her stay in the 
hospital, pt did test positive for Covid 19. She developed rapidly progressive respiratory failure, felt to be 
secondary to ARDS. There was also question of contributing pulmonary edema, however this was 
refractory to lasix and thus ARDS was felt to be the most significant factor. She had requested DNR/DNI 
status, thus as her 02 requirement escalated she was transitioned to 15LPM NRB and then to BiPAP 

No prior vaccinations for 
this event. 



support. Unfortunately, she continued to suffer greatly with the BiPAP in place, and therefore made the 
decision to transition herself to comfort measures only after visitation from her family. Her other medical 
issues were supported as appropriate during her stay, with dextrose infusion for hypoglycemia and AKI, 
also hyponatremia felt to be due to IVVF. Unfortunately, am unable to find any documentation regarding 
how pt was feeling when she received the vaccine compared to her baseline state of health. thus am 
unable to say whether the severity of her illness represents vaccine¡ enhanced disease or the much more 
common cytokine release syndrome leading to ARDS. Regardless, she developed ARDS as result of her 
Covid 19 illness. Time of death: 1408 on 2/9/21. Cause of death: ARDS due to Covid 19 pneumonia. 

ACUTE KIDNEY INJURY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

PATIENT GOT HER FIRST COVID PFIZER VACCINE AT 12/31 IN THE AM. HAD GOTTEN FLU LIKE 
SYMPTOMS AND HAD BEEN SICK FOR A COUPLE OF DAYS. HAD NAUSEA AND VOMITTING 
DURING THIS TIME AS WELL. ON 1/3 THE CARE GIVER WENT TO CHECK ON HER PT AT HER LTC 
FACILITY WHERE SHE LIVES AND SHE WASN'T ACTING RIGHT. SHE WAS UNABLE TO DO A 
STROKE EXAM. PT HAD NO MOVEMNET IN ARMS OR LEGS AND WAS UNABLE TO SPEAK. PT WAS 
VITALLY STABLE AT THE TIME. EMS RECORDED THAT THEY THOUGHT DIAGNOSIS WOULD BE 
STROKE, PNEUMONIA OR SEPSIS. AFTER ARRIVAL AT THE HOSPITIAL DETERMED THAT SHE 
HAD A STORKE, ACUTE KIDNEY INJURY, ABNORMAL LFTS. 

No prior vaccinations for 
this event. 

ACUTE KIDNEY INJURY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient received COVID-19 vaccination on 1/14/2021. On 1/17/2021, patient was transferred to Hospital s/p 
multiple cardiac arrests. Patient was hyperkalemic and in acute renal failure at time of transfer. 

No prior vaccinations for 
this event. 



Hyperkalemia was treated, but the patient suffered PEA vs VFib. At the time of transfer, patient was on 
vasopressin, norepinephrine, and epinephrine. The patient had an EF of 40-45% and elevated troponins. 
Patient was made DNR and placed on comfort care. Patient passed away on 1/18/2021. Ultimately we 
suspect that the patients condition was a direct result of his underlying disease states, but wanted to make 
sure reporting was made available. 

ACUTE KIDNEY INJURY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt received vaccine on 7 jan. 2021 Twelve days later, on 19 January 2021, Pt developed symptoms of 
COVID (cough, sore throat, fever, myalgias), on 20 Jan, pt admitted to hospital for worsening symptoms. Pt 
tested positive for COVID 19. Pt admitted to ICU where pt had complicated hospital course to include 
ARDS secondary to COVID pneumonia, nonSTEMI, with biventricular heart failure, on multiple pressor, 
rhabdomyolysis with acute kidney injury, requiring CRRT. Pt was in hospital for 10 days; he passed away 
on 31 Jan 2021. 

No prior vaccinations for 
this event. 

ACUTE MYELOID LEUKAEMIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Resident expired on 1/23/21 . Resident receiving care under hospice ,diagnosis Acute 
Myeloid Leukemia. 

No prior vaccinations for this event. 

ACUTE MYELOID LEUKAEMIA 
COVID19 (COVID19 (PFIZER-BIONTECH)) 

(1200)  

Fall; fatigued; arm pain; AML; Sepsis secondary to AML; This is a spontaneous report from a contactable 
consumer. An 88-year-old female patient received the first dose of bnt162b2 (PFIZER-BIONTECH COVID-19 

No prior vaccinations 



VACCINE, lot# EL3249), via an unspecified route of administration on 19Jan2021 17:30 in right arm at single 
dose for covid-19 immunization. Medical history included hypertension, hyperlipidemia, OA (osteoarthritis), 
cognitive impairment. No other vaccine in four weeks was administrated. Concomitant medication in two 
weeks included atorvastatin, aspirin, calcium, gabapentin, losartan and memantine hydrochloride 
(NAMENDA). The patient previously took lisinopril and tetracycline and both experienced allergies. The 
patient had no covid prior vaccination. The patient initially had no symptoms but arm pain in Jan2021, no 
bleeding or bruising from injection. On 31Jan2021 19:00, patient felt fatigued. Patient suffered fall on 
01Feb2021. She was admitted to hospital. All cell lines were down in Feb2021. She was diagnosed with AML 
(acute myeloid leukemia) in 2021. She expired 07Feb2021. Events resulted in emergency room/department 
or urgent care, hospitalization, life threatening illness (immediate risk of death from the event) and patient 
died. The patient received the treatment of blood and platelet transfusions, bone marrow biopsy, cytogenetic 
testing, antibiotics, intubation for events. The patient died on 07Feb2021 due to sepsis secondary to AML. An 
autopsy was not performed. Outcome of events were fatal.; Reported Cause(s) of Death: arm pain; fatigued; 
fall; Sepsis secondary to AML; Sepsis secondary to AML 

for this event. 

ACUTE MYOCARDIAL INFARCTION 
COVID19 (COVID19 
(MODERNA)) (1201)  

pt received vaccine on 2/3. early on 2/4 developed chest pain, dyspnea, and was seen in ED and diagnosed 
with acute exacerbation of CHF and NSTEMI type 2, and anemia. on 2/5 transfusion was started and pt 
developed worsening dyspnea and then PEA arrest. Pt achieved ROSC and was transferred to the cardiac 
intensive care unit where he required vasopressor support. he subsequently declined and died on 2/7 

No prior vaccinations 
for this event. 

ACUTE MYOCARDIAL INFARCTION 
COVID19 (COVID19 
(MODERNA)) (1201)  

"The decedent experienced severe chest pain and dyspnea approximately nine days following the first 
series of the vaccine. He reported to family members that he was having a ""severe reaction"" to the 

No prior vaccinations for 
this event. 



vaccine and believed it was acute pericarditis due to the same symptoms he experienced prior. He reported 
that on 2/1/21 around 0300 hours, the symptoms were the most severe and he was going to seek medical 
attention, but did not. He waited till the convenient store opened and purchased OTC Tylenol for relief of 
symptoms. He continued to have dyspnea and chest pain up until 2/9/21, when he called 911 complaining 
of chest pain and was found to have a STEMI; subsequently died at Hospital in the ER." 

ACUTE MYOCARDIAL INFARCTION 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Acute anterior MI with death No prior vaccinations for this event. 

ACUTE MYOCARDIAL INFARCTION COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

Resident was hospitalized for confusion, and hypotension and increased weakness; resident 
proceeded to have a NSTEMI and died on 5th day in hospital on 1/31/2021. 

No prior vaccinations for this 
event. 

ACUTE MYOCARDIAL INFARCTION 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Pt received vaccine on 7 jan. 2021 Twelve days later, on 19 January 2021, Pt developed symptoms of 
COVID (cough, sore throat, fever, myalgias), on 20 Jan, pt admitted to hospital for worsening symptoms. Pt 
tested positive for COVID 19. Pt admitted to ICU where pt had complicated hospital course to include 
ARDS secondary to COVID pneumonia, nonSTEMI, with biventricular heart failure, on multiple pressor, 
rhabdomyolysis with acute kidney injury, requiring CRRT. Pt was in hospital for 10 days; he passed away 
on 31 Jan 2021. 

No prior vaccinations for 
this event. 

ACUTE MYOCARDIAL INFARCTION COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

Fall 2/4 hospital admission 2/7/21 with death on 2/8/2021. Patient continued to decline on Bipap he 
was a DNR/DNI and family decided on comfort measures and he expired 2/8/2021. 

No prior vaccinations for this 
event. 

ACUTE MYOCARDIAL INFARCTION 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Patient received first dose of covid vaccine on 1/22/2021. Patient had no immediate reaction. Patient 
presented to the Emergency Department on 1/26/2021 c/o shortness of breath and chest pain. ECG 
showed a ST elevation myocardial infarction. Patient was treated and transferred to a cath lab where he 
died. Patient had significant coronary artery disease. 

No prior vaccinations for 
this event. 

ACUTE MYOCARDIAL INFARCTION 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/24/21 Patient Died. 02/23/21. Patient came to ED for weakness/falls. Patient had fallen on 02/21 and 
02/23. UA was done in LTC, and he was started on ciprofloxacin 02/22/21. Treatment was to put patient 
on comfort cares (morphine + lorazepam) 

No prior vaccinations for 
this event. 

ACUTE MYOCARDIAL INFARCTION 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

DEATH Narrative: Pt he reports he developed chills SOB body aches the same night as receiving the 
COVID vaccine on 1.26.2021-pt is currently reporting CheSt tightness and SOB Admitted to hosp: ICU 
with Bilateral Pulmonary Emboli, LLE DVT, NSTEMI, Arrhythmia. 

No prior vaccinations for 
this event. 



ACUTE MYOCARDIAL INFARCTION 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient hospitalized for NSTEMI (from 2/18/2021 to 2/20/2021) and discharged on 
hospice/comfort care. Patient died 2/21/2021. 

No prior vaccinations for this event. 

ACUTE PULMONARY OEDEMA 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

within 24 hours after her second injection she developed chills, had a syncopal episode and had, difficulty 
breathing. this progressed over the next day when she had a second syncopal episode and her dyspnea and 
confusion worsened EMT was called and she was brought to the hospital. she was in flash pulmonary edema 
and with her history of severe aortic stenosis she was admitted to the cardiac icu. she had no prior history up 
to that time of pulmonary edema and was functioning without distress in her home. she had a history of covid 
in early april, manifesting primarily as severe confusion, from which she recovered. 

No prior vaccinations 
for this event. 

ACUTE RESPIRATORY DISTRESS SYNDROME 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient received the Moderna COVID vaccine 1/28/21. He was tested for COVID 19 on 1/29/31. Results were 
received 1/30/21, at which time he was evaluated and found to be hypoxic with tachycardia. He was sent to 
the local ER and returned this same day. On 2/2/21, he was evaluated by the provider, who sent him to the 
emergency room with acute respiratory distress and poor O2 sats 

No prior vaccinations 
for this event. 

ACUTE RESPIRATORY DISTRESS SYNDROME 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient was vaccinated on 1/14/2021. On 1/22/2021, patient tested positive for COVID-19 and admitted to the No prior vaccinations 



hospital for acute hypoxemic respiratory failure, COVID-19 pneumonia, and severe ARDS. Patient was 
intubated on 1/23/2021 and later died on 2/10/2021 after being extubated and placed on comfort measures. 

for this event. 

ACUTE RESPIRATORY DISTRESS SYNDROME 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient reported feeling weak, fatigue, fever (102), and loss of appetite. Patient subsequently went to the 
ER 2/6/2021 and tested positive for COVID-19 on 2/7/21 (collection date). See following discharge 
summary from ED: 82 y.o. female who initially presented to the ED with complaint of generalized weakness, 
fatigue, fever, and loss of appetite x at least 4 days since receiving Covid 19 vaccine. Her workup in the 
emergency room was significant for hypoxia with 02 saturation 88% on 2LPM (home nocturnal 02 
requirement) with improvement to mid-90s on 4LPM. Blood sugar was 47, Cr 1.61. CXR showed extensive 
R lung and moderate left lung opacities. She was started on empiric ceftriaxone and azithromycin and 
admitted to the hospitalist service for further workup and mgmt. During her stay in the hospital, pt did test 
positive for Covid 19. She developed rapidly progressive respiratory failure, felt to be secondary to ARDS. 
There was also question of contributing pulmonary edema, however this was refractory to lasix and thus 
ARDS was felt to be the most significant factor. She had requested DNR/DNI status, thus as her 02 
requirement escalated she was transitioned to 15LPM NRB and then to BiPAP support. Unfortunately, she 
continued to suffer greatly with the BiPAP in place, and therefore made the decision to transition herself to 
comfort measures only after visitation from her family. Her other medical issues were supported as 
appropriate during her stay, with dextrose infusion for hypoglycemia and AKI, also hyponatremia felt to be 
due to IVVF. Unfortunately, am unable to find any documentation regarding how pt was feeling when she 
received the vaccine compared to her baseline state of health. thus am unable to say whether the severity 
of her illness represents vaccine¡ enhanced disease or the much more common cytokine release syndrome 
leading to ARDS. Regardless, she developed ARDS as result of her Covid 19 illness. Time of death: 1408 
on 2/9/21. Cause of death: ARDS due to Covid 19 pneumonia. 

No prior vaccinations for 
this event. 

ACUTE RESPIRATORY DISTRESS SYNDROME COVID19 (COVID19 
 



(PFIZER-BIONTECH)) 
(1200) 

Pt received vaccine on 7 jan. 2021 Twelve days later, on 19 January 2021, Pt developed symptoms of COVID 
(cough, sore throat, fever, myalgias), on 20 Jan, pt admitted to hospital for worsening symptoms. Pt tested 
positive for COVID 19. Pt admitted to ICU where pt had complicated hospital course to include ARDS 
secondary to COVID pneumonia, nonSTEMI, with biventricular heart failure, on multiple pressor, 
rhabdomyolysis with acute kidney injury, requiring CRRT. Pt was in hospital for 10 days; he passed away on 
31 Jan 2021. 

No prior vaccinations 
for this event. 

ACUTE RESPIRATORY FAILURE 
COVID19 (COVID19 
(MODERNA)) (1201)  

51 year old M with h/o O2 dependent COPD, Severe pulmonary fibrosis became increasingly hypoxic around 
1800hours 1/7/2021. He was transported to hospital for acute on chronic hypoxia respiratory failure. On 
1/12/2021 he decompensated further, and after discussing with family and palliative care, He was changed to 
comfort care. He expired on 1/12/2021@2325 at medical center. 

No prior vaccinations 
for this event. 

ACUTE RESPIRATORY FAILURE 
COVID19 (COVID19 
(MODERNA)) (1201)  

Lethargy/altered level of consciousness lead to hospital admission. Multiple interventions during 
hospitalization. Final hospital diagnoses: Acute respiratory failure with hypercapnia, acute pansinusitis. 

No prior vaccinations for 
this event. 

ACUTE RESPIRATORY FAILURE 
COVID19 (COVID19 
(MODERNA)) (1201)  

chronic hypoxia respiratory failure; Unresponsive; A spontaneous report was received from Pfizer 
concerning a 51-year old, male patient who received Moderna's COVID-19 vaccine (mRNA-1273) and had 

No prior vaccinations for 



developed hypoxia a sudden death. The patient's medical history was not provided. No relevant 
concomitant medications were reported. On 07 Jan 2021, the patient received their first of two planned 
doses of mRNA-1273 (lot/batch: unknown) for prophylaxis of COVID-19 infection. On 07 Jan 2021, around 
6:00 pm, the patient became increasingly hypoxic. He was transported to the hospital for acute on chronic 
hypoxia respiratory failure. No treatment information was provided. Action taken with mRNA-1273 in 
response to the events was not applicable. The patient died on 12 Jan 2021 at 11:25pm. The cause of 
death was not provided/unknown. Plans for an autopsy were unknown/not provided.; Reporter's Comments: 
Very limited information regarding these events has been provided at this time. Further information has 
been requested.; Reported Cause(s) of Death: unknown cause of death 

this event. 

ACUTE RESPIRATORY FAILURE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Resident was vaccinated on 12/31/20. Then on 1/14/21 he tested positive for SARS-CoV-2 on routine 
surveillance PCR testing. Another resident on the same hall was COVID positive on 1/11/21. Results of the 
PCR test were obtained on 1/16/21. He appeared asymptomatic at that time. Given his COVID positive 
status, all aerosol generating procedures had to be stopped. Overnight on 1/16/21 into 1/17/21, he had the 
onset of acute respiratory failure and was transported to the hospital. Per notes, he was put on BiPAP for 
several hours, but his CO2 level did not improve. Per prior advance directives completed with the resident 
and his two brothers, he had DNR/DNI orders. The hospital physician spoke with his brother and the 
decision was made to move to comfort care. He was discharged to inpatient hospice and died around 4pm 
on 1/18/21. This outcome does not appear to be vaccine-related, but death from COVID-19 infection is 
listed as a reportable event following COVID-19 vaccination. 

No prior vaccinations for 
this event. 

ACUTE RESPIRATORY FAILURE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



According to medical report, Pt presented to the ED on 1/14/21 w/ cc of SOB for 1 day. She received her 
COVID-19 vaccine on 1/9/21. Pt stated that she developed a dry hacking cough 2 days prior to the vaccine 
on 1/7/21. Over the last few days prior to admission, she developed generalized weakness, SOB, loss of 
sense of taste and smell w/ associated decreased appetite and nausea ultimately SOB in the24 hours prior 
to admission. Final Diagnosis- acute hypoxic respiratory failure secondary to COVID-19 pneumonia. Pt died 
on 2/3/21. See Medical report for more information. 

No prior vaccinations for 
this event. 

ACUTE RESPIRATORY FAILURE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt with acute resp failure, COVID PNA, that developed symptoms 9 days prior to admit and ultimately 
received first vaccine 6 days prior toa admit, then shortly after progressed with other covid symptoms and 
was admitted. She decompensated while intp and was transferred to ICU for rising O2 needs, ultimately 
had to be intubated. Became hypotensive due to massive hamatoma 2' bleeding into abd rectus muscle. Sx 
and IR consulted and did beside exploration of hematoma. Initially blood pressure responded but overnight 
continued with refractory hypotension. Maxed out vasopressin and levophed, hemodynamics deteriorated. 
Pt passed soon after(2/2). 

No prior vaccinations for 
this event. 

ACUTE RESPIRATORY FAILURE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt passed soon after; shortly after progressed with other covid symptoms and was admitted / acute resp 
failure, COVID pneumonia; acute resp failure, COVID pneumonia; Became hypotensive due to massive 
hamatoma 2' bleeding into abd rectus muscle.; Became hypotensive due to massive hamatoma 2' bleeding 
into abd rectus muscle.; Became hypotensive due to massive hamatoma 2' bleeding into abd rectus 
muscle.; This is a spontaneous report from a non-contactable Pharmacist. A 76-years-old non-pregnant 

No prior vaccinations for 
this event. 



female patient received the first dose of bnt162b2 (PFIZER-BIONTECH COVID-19 VACCINE lot number 
EL3247), intramuscular on 19Jan2021 at single dose for COVID-19 immunisation. The patient medical 
history included COVID symptoms from 16Jan2021 and ongoing. Concomitant medications were not 
reported. The patient with acute resp failure, COVID pneumonia, that developed symptoms 9 days prior to 
admit and ultimately received first vaccine 6 days prior to a admit, then shortly after progressed with other 
covid symptoms and was admitted on 25Jan2021. She decompensated while intp and was transferred to 
ICU for rising O2 needs, ultimately had to be intubated. Became hypotensive due to massive hamatoma 2' 
bleeding into abd rectus muscle. Sx and IR consulted and did beside exploration of hematoma. Initially 
blood pressure responded but overnight continued with refractory hypotension. Maxed out vasopressin and 
levophed, hemodynamics deteriorated. The patient died on 02Feb2021. It was not reported if an autopsy 
was performed. No follow-up attempts are possible. No further information is expected.; Sender's 
Comments: Based on temporal association, the causal relationship between bnt162b2 and the events 
death, COVID-19 pneumonia, acute respiratory failure, hypotension, abdominal wall haematoma and 
abdominal wall haemorrhage cannot be excluded. The information available in this report is limited and 
does not allow a medically meaningful assessment. This case will be reassessed once additional 
information becomes available. The impact of this report on the benefit/risk profile of the Pfizer product is 
evaluated as part of Pfizer procedures for safety evaluation, including the review and analysis of aggregate 
data for adverse events. Any safety concern identified as part of this review, as well as any appropriate 
action in response, will be promptly notified to Regulatory Authorities, Ethics Committees, and Investigators, 
as appropriate.; Reported Cause(s) of Death: Pt passed soon after 

ACUTE RESPIRATORY FAIL URE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Emergency Room HPI: The patient is a 71 y.o. female with a PMH notable for COPD, hypertension and 
anxiety and depression who presented on 2/6/2021 for evaluation of shortness of breath. Patient presented 
to our emergency room yesterday morning from local nursing facility rehab nursing staff reported that she 

No prior vaccinations for 
this event. 



had had a increased shortness of breath for the last 3 days she has been diagnosed with COVID-19 on 2-2-
2021. Patient has also received both COVID-19 vaccines. Patient presented to the emergency room with 
labored respirations conscious awake and was on a non-rebreather at 15 L. upon arrival to our emergency 
room patient's temperature 101.6¦, pulse 169, respirations 40 to blood pressure 142/91 and oxygen 
saturation 100% on 15 L non-rebreather. Patient received a chest x-ray that showed chronic emphysema 
and fibrotic changes in the lung no acute processes identified. Patient's white count 12.8, glucose 197, 
creatinine 1.2, lactic acid 4.6, cardiac enzymes negative, D-dimer 1180, patient has urine culture pending. 
Patient has received about 3 L normal saline boluses patient was having hypotension 86/52. Patient also 
received IV acetaminophen a 1000 mg IV in the emergency room along with Decadron 10 mg IV piggyback. 
Patient was admitted acute care for the need of IV fluids and IV antibiotics for COVID-19 and sepsis 2/12 
admit Brief history and initial physical exam: Patient is a 71 year old long-term resident of Rehab and 
Healthcare. Unfortunately, she contracted coronavirus (COVID-19) at the nursing home. Her respiratory 
status started to decompensate and so she was brought into the hospital. Initial workup showed significant 
bilateral pleural effusions and ground-glass opacity of both lungs. She had a significant supplemental 
oxygen requirement. She was admitted for further evaluation and treatment. á Hospital course: The patient 
was admitted and started on IV Remdesivir. She was given IV Decadron. She was given immune support 
vitamins. Despite this, her sepsis worsened. When it became apparent that the patient was not going to 
recover, her daughter did make her comfort care only and hospice was consulted. The patient was found to 
be appropriate for general inpatient hospice and was made comfort care. Her requirement for morphine and 
Ativan did slowly rise. Eventually, the patient did succumb to her respiratory failure. Time of death was 
called at 10:00 p.m. on February 15, 2021 á Discharge Condition: expired. Presume cause of death with 
cardiopulmonary arrest secondary to acute respiratory failure secondary to coronavirus (COVID-19) 
pneumonia á Disposition: Deceased 

ACUTE RESPIRATORY FAILURE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



Hospital course 1/31 ? 2/20/21 1/31 in ED pt was at home when children noticed his lips were blue, ems 
arrived and found him to be 50% on RA, on Non-rebreather pt got to 78%, covid on 01/26 Shortness of 
Breath 61-year-old male presents with EMS for evaluation of shortness of breath hypoxia. History is limited 
due to the patient's current clinical condition and so is primarily obtained from EMS. EMS reports that he 
tested positive for COVID-19 5 days ago. He began developing shortness of breath yesterday and his 
family called because his lips and fingers were blue today and he appeared short of breath. On EMS arrival 
he had a room air saturation of less than 50% so he was placed on nonrebreather with improvement in his 
saturation to 70% and he was transported to the emergency department. Patient does admit to shortness of 
breath. He denies any chest pain. He is noted to have a cast on his left ankle and said that he broke his left 
ankle on 23 December but has not had surgery. He denies any new pain or swelling of the leg. In the ED he 
was placed on 15L nasal cannula and NRB mask with improvement in SPO2 to low 90s. Additional work up 
revealed troponin of 1.35, lactic acid 5.8, and d-dimer 14.4. He received dexamethasone and was placed 
on heparin gtt. 1/31 admitted to ICU Acute hypoxic respiratory failure due to COVID-19 vs heart failure vs 
PE. CXR with bilateral hazy infiltrates more pronounced in the bases and left periphery and suspected 
multifocal pneumonia. At risk for PE given LLE immobility in the setting of COVID-19 with significantly 
elevated d-dimer. RISK of CTA outweighs benefit given AKI and iodine allergy. Continue with empiric 
treatment with heparin gtt. Admitted to ICU with SO2 in 60s-70s on 15L and NRB. Attempted 50L 95% FIO2 
high flow and nasal cannula. Given lasix 40mg IV with good diuresis however SPO2 still remained low 80s 
with RR 40s and PO2 42 so the decision was made to intubate. Oxygenation improved following intubation, 
with further improvement following recruitment maneuver and increase in PEEP. FIO2 weaned to 90% with 
SPO2 remaining in mid 90s. Will continue to wean FIO2 as able. ARDS net protocol as much as possible. 
Consider prone ventilation and/or epoprostenol if unable to improve . VAP Bundle: HOB >30 degrees; Oral 
care per nursing standard and on DVT/PPI prophylaxis Sedation: Target Richmond Agitation and Sedation 
Scale (RASS) of 0 to -2 with propofol and fentanyl. Check baseline TG levels. COVID - 19: Convalescent 
plasma: Not indicated Steroids: Dexamethasone 6 mg / day for 10 days Remdesivir: Not indicated d/t AKI 
IL-6 inhibitor: Meets criteria for tocilizumab Systemic AC: Heparin gtt. No signs of bleeding (Platelets and 
Hb stable). Antibiotics: Start 3 and 7 day course of azithromycin and ceftriaxone, respectively. Elevated 
troponin Suspect demand ischemia d/t hypoxia; EKG does not show any ischemic changes AKI: Suspect 

No prior vaccinations for 
this event. 



d/t hypoxia in the setting of COVID infection. Urine output and electrolytes acceptable. Closed fracture of 
left ankle Suffered fracture following a fall on ice in December. Cast was placed on 12/30 by SOS. He was 
due to be re-evaluated this week for possible cast removal. Inhaled epoprostenol started Considered for 
ECMO but not initiated due to not a candidate Vasopressors required at times Antihypertensive infusion 
required at times severe hypoxia with position changes switched from heparin drip to enoxaparin 
prophylaxis 2/20 discharge summary 61 y/o male admitted to Hospital on 1/31 with hypoxia. He was 
diagnosed with COVID 19 5 days prior to admission, and had worsening respiratory status. He was 
intubated after arrival, and was on ventilator for the entire intervening time, until he was extubated on 2/20 
at the time of transition to Comfort measures only. Prior to developing COVID 19, he had received his first 
dose of the Pfizer vaccine, as a member of the school system. He had a fractured L ankle after a fall on 
12/31/20, and had a cast in place at the time of admission. He received Tocilizumab on 1/31, and 
underwent several cycles of prone positioning, beginning on 2/2. He completed a course of Decadron, he 
received Ceftriaxone and azithromycin beginning on admission, and completed a course of these. 
Anticoagulation with enoxaparin was utilized due to coagulopathy associated with COVID 19. Vasopressor 
support was required at times, as well as diuresis for fluid management. He required high levels of sedation 
to maintain ventilator synchrony, and high levels of ventilator support with high oxygen levels throughout his 
stay. Tracheostomy was being considered, but family decided that since he was not going to have good 
recovery, withdrawal of support, and allowing death was the appropriate choice for the patient and for them. 
He was extubated at 2100 on 2/20/2021. Death was pronounced at 2123 on 2/20/2021. Children were at 
bedside. 

ADENOVIRUS TEST 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

loss of consciousness Narrative: Patient received COVID-19 vaccine dose #1 on 1/6/21 w/o complications. 
Per 1/6/21- 1/9/21 nursing notes, patient did not experience any injection site reactions, denied pain or 
tenderness at injection site, no dizziness, no n/v, remained afebrile. Around 1/9/21 @1810, patient became 

No prior vaccinations for 
this event. 



acutely nonresponsive after being helped to the edge of bed. Per nurses, he was previously awake/alert, 
talking and asymptomatic. Patient is DNR/DNI but facility rapid response emergency team called d/t 
patient's sudden change of condition. Emergency team helped patient into lying position. Per 1/9/21 ICU 
emergency team note, patient appeared comfortable w/ no palpable radial pulse and had minimal shallow 
agonal breathing. Pulse ox 94%, HR in 60s per machine. BP unmeasurably low by BP cuffx3. Resident 
passed at 18:20 pm. 

ADJUSTED CALCIUM 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt had witnessed arrest by wife. Pt wife started CPR and called EMS. CPR started at 15:12. Continued by 
EMS. Pt arrived to medical center asystole with CRP in progress and ventilated via igel device. He was in 
refractory ventricular fibrillation and continued CPR for a total of 1 hour. At that point, we checked a 
bedside ultrasound which showed his heart at a standstill. He was unresponsive to verbal and tactile 
stimulus and had fixed unreactive pupils. He was pronounced at 16:13. 

No prior vaccinations for 
this event. 

ADULT FAILURE TO THRIVE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient with failure to thrive symptoms prior to 2nd dose, not eating, not taking 
medications. 

No prior vaccinations for this event. 

AGEUSIA 
COVID19 (COVID19 (MODERNA)) 

(1201)  

Patient experienced loss of taste and lack of appetite. Passed away on 1/23/21. No prior vaccinations for this event. 



AGEUSIA COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

According to medical report, Pt presented to the ED on 1/14/21 w/ cc of SOB for 1 day. She received her 
COVID-19 vaccine on 1/9/21. Pt stated that she developed a dry hacking cough 2 days prior to the vaccine 
on 1/7/21. Over the last few days prior to admission, she developed generalized weakness, SOB, loss of 
sense of taste and smell w/ associated decreased appetite and nausea ultimately SOB in the24 hours prior 
to admission. Final Diagnosis- acute hypoxic respiratory failure secondary to COVID-19 pneumonia. Pt 
died on 2/3/21. See Medical report for more information. 

No prior vaccinations for 
this event. 

AGITATION 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

he passed away; not responsive; mind just seemed like it was racing; body was hyper dried; Restless; not 
feeling well; ate a bit but not much; kind of pale; Agitated; Vomiting; trouble in breathing; This is a 
spontaneous report from a contactable consumer (brother of the patient). A 54-year-old male patient 
received BNT162B2 (PFIZER-BIONTECH COVID-19 VACCINE), via an unspecified route of administration, 
on 04Jan2021 (at the age of 54-years-old) as a single dose for COVID-19 immunization. Medical history 
included diabetes and high blood pressure. Concomitant medications included metformin 
(MANUFACTURER UNKNOWN) taken for diabetes, glimepiride (MANUFACTURER UNKNOWN) taken for 
diabetes, lisinopril (MANUFACTURER UNKNOWN), and amlodipine (MANUFACTURER UNKNOWN). The 
patient experienced not feeling well, ate a bit but not much, kind of pale, vomiting, trouble in breathing, and 
agitated on 04Jan2021; body was hyper dried and restless on 05Jan2021; mind just seemed like it was 
racing on 06Jan2021; and not responsive and he passed away on 06Jan2021 at 10:15 (reported as: around 
10:15 AM). The clinical course was reported as follows: The patient received the vaccine on 04Jan2021, 
after which he started not feeling well. He went right home and went to bed. He woke up and ate a bit but 
not much and then was kind of pale. The patient then started to vomit, which continued throughout the 
night. He was having trouble in breathing. Emergency services were called, and they took his vitals and said 

No prior vaccinations for 
this event. 



that everything was okay, but he was very agitated; reported as not like this prior to the vaccine. The patient 
was taken to urgent care where they gave him an unspecified steroid shot and unspecified medication for 
vomiting. The patient was told he was probably having a reaction to the vaccine, but he was just dried up. 
The patient continued to vomit throughout the day and then he was very agitated again and would fall 
asleep for may be 15-20 minutes. When the patient woke up, he was very restless (reported as: his body 
was just amped up and could not calm down). The patient calmed down just a little bit in the evening. When 
the patient was awoken at 6:00 AM in the morning, he was still agitated. The patient stated that he couldn't 
breathe, and his mind was racing. The patient's other brother went to him and he was not responsive, and 
he passed away on 06Jan2021 around 10:15 AM. It was reported that none of the symptoms occurred until 
the patient received the vaccine. Therapeutic measures were taken as a result of vomiting as 
aforementioned. The clinical outcome of all of the events was unknown; not responsive was not recovered, 
the patient died on 06Jan2021. The cause of death was unknown (reported as: not known by reporter). An 
autopsy was not performed. The batch/lot number for the vaccine, BNT162B2, was not provided and has 
been requested during follow up.; Reported Cause(s) of Death: not responsive and he passed away 

AGITATION 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Daughter call in for VAERS report to file for father whom committed suicide 1/16/2021 in the AM after 
reportable ae of COVID 19 vaccine administered 1/14/2021. Patient sought care twice at ER; first visit by 
ambulance around 5PM and Friday 1/15/2021 Medical Center: Emergency Room. 1st Discharge summary 
diagnosis: adverse reaction to COVID shot; 2nd Discharge summary diagnosis: adverse reaction to COVID 
shot, fever, Panic Disorder-- ER. Medical Center Discharge summary diagnosis: Adverse reaction to the 
vaccine, acute anxiety. Reportable patient symptoms at, 1st visit : fever, shaking stomach cramps, 
breathing issues. Medical Center -- No fever, confusion and dementia type, patient would not stay in patient 
bed; patient would get up and sit down again repeatedly, agitated and anxious. Attempted to urinated 

No prior vaccinations for 
this event. 



hospital bed. Patient committed suicide in home. 

AGITATION 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Vaccinated 2/20. At that time, had symptoms of incarcerated hernia, went to ED for evaluation. Not felt to 
warrant hospital admission. Returned two days later with agitation, altered mental status, and incarceration. 
Went to OR, uncomplicated hernia repair. Postoperatively, did not recover mental status. Went into arrythmias 
POD 4, hypotension ensued, had multiple interventions and evaluations without satisfying answers for clinical 
course. 

No prior vaccinations 
for this event. 

AGONAL DEATH STRUGGLE 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt received second Moderna Vaccination on 2/21/21 at 1:00 pm at Pharmacy. Pt present on 2/22/21 to ER via 
ambulance at 1940. Upon presentation C/C hypotension Post COVID vaccine. Nurse notes states that Home 
Health nurse sent patient to ER secondary to hypotension and hyperglycemia. Pt states back ached and was 
holding his head. Nurse noted pt had random petechiae over body and bruising to abdomen following 
injections received during recent hospitalization. (unknown hospitalization). Patient was treated with IVF bolus 
in addition to initiating Dopamine for hypotension, patient became agonal and daughter at bedside presented 
Adv. Directive, pt was DNR. Pt pronounced time of death was 2110pm. (Pt only reported a sore shoulder 
secondary to vaccine). 

No prior vaccinations 
for this event. 

AGONAL RHYTHM 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient found down at home with agonal respirations and per EMS asystole, received 2 rounds of epi at her 
house with return of spontaneous pulses, lost pulse again in route to ER and another round of epi was given, 

No prior vaccinations 



CPR in progress when arrived at hospital. Prior to this patient's husband states he heard her fall in the 
bathroom but did not immediately check on her as he states that this has happened before. He checked on 
her 10 min later and that's when he found her unconscious. Daughter called 911 and she began CPR. No 
previous complaints of headache, chest pain, back pain, fever or chills. Husband states patient was drinking 
that evening which is not unusual for her. Patient died at hospital. 

for this event. 

AGONAL RHYTHM 
COVID19 (COVID19 
(MODERNA)) (1201)  

Received vaccine on 2/6/2021. was a bit off all week per caregivers - low grade temp and reporting pain 
which they treated with Tylenol. She was pretty much herself on morning of 2/13/2021 - got up, had 
shower. caregivers noted her extremities were cool and face was red. temp was 97.4. She was placed in 
wheelchair with book in the living room. caregivers noted she was not turning pages of the book as she 
usually would. She was tracking, so they don't think she had a seizure. Caregiver moved her back to bed 
with blanket and noted that her lips were blue and at that point called 911. She was found with agonal 
breathing, CPR started, intubated by EMS, taken to the ER and diagnosed with cardiac arrest upon arrival. 
CPR was continued until family could be reached and decision was made to stop resuscitation. 

No prior vaccinations for 
this event. 

AGONAL RHYTHM 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Patient received 2nd dose of the COVID-19 Pfizer vaccine, was observed in office x 15+ minutes, and 
released home. Pt and his son exited the building and when they got to the car, the pt shouted out ""oh 
no!"" and collapsed to the ground. The patient was unconscious experiencing agonal respirations, and 
unresponsive to painful stimuli. There is an Emergency Room at the same location. Their staff came out 
and helped to transfer the pt to the ED for further evaluation. It was found that the patient had a known 
Anterior communicating artery aneurysm (7/28/2017) that seemed to have ruptured. The patient was 

No prior vaccinations for 
this event. 



stabilized and transported to our local hospital and upon arrival, he was effectively comatose with a GCS 3. 
CT Head notated an extensive subarachnoid and intraventricular hemorrhage most probably related to a 
bleeding anterior communicating artery aneurysm. Neuro-Interventional Radiologist dictation reads ""Hunt 
Hess 5 Fisher grade 4 extensive subarachnoid hemorrhage with intraventricular hemorrhage and early 
hydrocephalus secondary to rupture of a known anterior communicating artery aneurysm. Initial ICP after 
EVD placement noted to be in the 120s now 68 treatment complicated by aneurysm rerupture after 
admission and increased volume of blood although large volume of hemorrhage was seen on initial scan 
and no change in the patient's clinical exam on her scale was noted due to this rerupture. Patient's exam 
and prognosis are poor giving extensor posturing lack of extraocular movements to doll's maneuver and 
weak pupillary reflex as well as cough and gag. Follows no commands or instructions at this time with no 
spontaneous movement on ventilator set at 12 overbreathing at 14-16 at this time without any sedation."" 
The family opted to discontinue any further treatment to include surgical intervention given the findings. The 
patient was given comfort care with son and daughter at the bedside. The patient was extubated and 
expired at 1545h on 2/13/2021." 

AIRWAY SECRETION CLEARANCE THERAPY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient has been under Hospice services for almost a year. She began to demonstrate a large amount of 
oral secretions on 1/10/21 at 2130. She was suctioned and a Rapid COVID-19 test was performed, which 
was negative. The COVID-19 Rapid test was repeated on 1/11/21 and was positive. Oxygen saturation was 
noted to be 78% on 1/12/21, and oxygen was initiated at 1133 at 3L per nasal cannula. Oxygen was 
increased to 4L at 1635 d/t shortness of breath. On 1/15/21 @ 0645 patient was unresponsive and without 
vital signs. Orders were for DNR and CPR was not initiated. 

No prior vaccinations for 
this event. 

AIRWAY SECRETION CLEARANCE THERAPY COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

After being observed for approximately 20 minutes and patient walked to her car without assistance I was 
called to assess the patient in the parking lot for troubles breathing. EMS was called as I made my way 
outside. Upon my arrival patient was leaning out of the car and stating that she could not breath. She was 
able to tell me that she was allergic to penicillin. Oxygen was immediately placed on the patient with minimal 
relief. Lung sounds were coarse throughout. She then began to vomit about every 20-30 seconds. Epipen 
was administered in the right leg with no relief. Patient continued to complain of troubles breathing and 
vomiting. A second epipen was administered in the patients right arm again with no relief. A few minutes 
later patient was given racemic epinephrine through the oxygen mask. There appeared to be mild 
improvement in her breathing as she appeared more comfortable, but still complaining of shortness of 
breath and vomiting. When EMS arrived patient was unable to transport herself to the stretcher. When EMS 
and clinical staff transferred patient to the stretcher she became unresponsive. She appeared to still be 
breathing. She did not respond to verbal stimuli. Per ED report large amount of fluid was suctioned from the 
patients lungs following intubation in the ambulance. When patient arrived to the ED she was extubated and 
re-intubated without difficulty and further fluid was suctioned. At that time patient was found to be in PEA, 
shock was delivered. Shortly thereafter no cardiac activity was found and patient pronounced dead. 

No prior vaccinations for 
this event. 

ALANINE AMINOTRANSFERASE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Narrative: Patient received COVID/Pfizer #1 2/10/21 in L deltoid. (Patient home bound). On 2/12/21 reported 
left flank rash. 2/13 rash spread to entire abdomen/chest and UEs. Continued with fluctuations in BP/HR, 
fluid retention. On 2/16 labs ordered and Medrol dose pack. seen in home on 2/19 by MD - RUE swelling; 
diffuse rash over entire body; additional labs ordered (order to home infusion company). Patient passed in 
AM of 2/20/21. Reported no urine output the prior evening. Additional labs not performed due to death of 
patient prior to lab company arrival. 

No prior vaccinations for 
this event. 



ALANINE AMINOTRANSFERASE DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Narrative: See ""Other Relevant History"" in Section 6 above Symptoms: ElevatedLiverEnzymes & 
death, pneumonia, afib Treatment:" 

No prior vaccinations for this 
event. 

ALANINE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

"02/08/21--2 days after vaccine--Resident stated that she ""didn't feel good"" (She is developmentally delayed 
and less able to communicate how she feels than those in the community) and stopped eating most foods; 
also had fatigue. Vitals, coloring, & behavior were normal. 02/09/21--Belly was firm and mildly distended 
(although she stated it didn't hurt); she coded this evening and CPR was performed before EMT could 
transport her to the hospital. 02/10/21--Resident passed." 

No prior vaccinations 
for this event. 

ALANINE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

ER visit 1/25/21 patient walked into a prompt care and collapsed, witnessed and pulseless CPR with ROSC 
after 6-7mins, no shock no meds. Awake and speaking upon arrival to ER. 2 plus pitting edema ble ER 
diagnosis Anasarca, cardiac arrest, hypotension, elevated troponin I levels, Acute kidney injury and syncope. 
ER notes reveal a syncopal episode in the shower prior to collapse at prompt care. Central line placed and 
plan to ship to another facility, patient continued to decline despite dopamine and dobutamine expired in ER 
prior to transfer. 

No prior vaccinations 
for this event. 

ALANINE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  



Received vaccine on 2/6/2021. was a bit off all week per caregivers - low grade temp and reporting pain which 
they treated with Tylenol. She was pretty much herself on morning of 2/13/2021 - got up, had shower. 
caregivers noted her extremities were cool and face was red. temp was 97.4. She was placed in wheelchair 
with book in the living room. caregivers noted she was not turning pages of the book as she usually would. 
She was tracking, so they don't think she had a seizure. Caregiver moved her back to bed with blanket and 
noted that her lips were blue and at that point called 911. She was found with agonal breathing, CPR started, 
intubated by EMS, taken to the ER and diagnosed with cardiac arrest upon arrival. CPR was continued until 
family could be reached and decision was made to stop resuscitation. 

No prior vaccinations 
for this event. 

ALANINE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 
abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of vomiting 
and dry heaving. 

No prior vaccinations for 
this event. 

ALANINE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient had gotten up to the bathroom and collapsed in the hallway after using the restroom. Patient was 
unresponsive upon EMS arrival with vomitus coming out of the mouth per the report when they rolled patient 
over onto his side the emesis was pouring out of his mouth. ER course: Examination. Epinephrine 1 mg IO 
x4 CBC, CMP, cardiac panel MDM: 1447 patient arrival, per EMS report patient had been sick and vomiting 
all morning. Bradycardia noted at arrival with rates in the 30s, CPR was initiated patient had received 3 
rounds of epi prior to arrival. 1450 CPR continues via the Lucas device, 1 mg epinephrine given IV push 
1451 CPR pause rhythm check. CPR resumes 1453 CPR paused for rhythm check. No central pulses, CPR 
resumed, glucose of 99 per fingerstick 1454 King tube removed. Oral airway placed respirations by BVM. 1 
mg epinephrine IV push 1455 CPR pause for both pulse and rhythm check. No central pulses noted. CPR 

No prior vaccinations for 
this event. 



resumes via Lucas 1456 pupils are fixed and dilated bilaterally 1457 CPR pause for pulse and rhythm 
check. No central pulses noted. CPR resumed via Lucas. 1 mg epinephrine IV push 1459 warm blankets 
applied. CPR pause for pulse and rhythm check. No central pulses noted. CPR resumed 1501 CPR pause 
for pulse and rhythm check. No central pulses. CPR resumes 1502 1 mg epinephrine given IV push 1503 
CPR pause for pulse and rhythm check. No central pulses noted. CPR resumed via the Lucas device 1506 
resuscitation is ceased at this time. Time of death recorded at 1506 

ALANINE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt had witnessed arrest by wife. Pt wife started CPR and called EMS. CPR started at 15:12. Continued by 
EMS. Pt arrived to medical center asystole with CRP in progress and ventilated via igel device. He was in 
refractory ventricular fibrillation and continued CPR for a total of 1 hour. At that point, we checked a bedside 
ultrasound which showed his heart at a standstill. He was unresponsive to verbal and tactile stimulus and 
had fixed unreactive pupils. He was pronounced at 16:13. 

No prior vaccinations for 
this event. 

ALANINE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

PATIENT GOT HER FIRST COVID PFIZER VACCINE AT 12/31 IN THE AM. HAD GOTTEN FLU LIKE 
SYMPTOMS AND HAD BEEN SICK FOR A COUPLE OF DAYS. HAD NAUSEA AND VOMITTING 
DURING THIS TIME AS WELL. ON 1/3 THE CARE GIVER WENT TO CHECK ON HER PT AT HER LTC 
FACILITY WHERE SHE LIVES AND SHE WASN'T ACTING RIGHT. SHE WAS UNABLE TO DO A 
STROKE EXAM. PT HAD NO MOVEMNET IN ARMS OR LEGS AND WAS UNABLE TO SPEAK. PT WAS 
VITALLY STABLE AT THE TIME. EMS RECORDED THAT THEY THOUGHT DIAGNOSIS WOULD BE 
STROKE, PNEUMONIA OR SEPSIS. AFTER ARRIVAL AT THE HOSPITIAL DETERMED THAT SHE HAD 

No prior vaccinations for 
this event. 



A STORKE, ACUTE KIDNEY INJURY, ABNORMAL LFTS. 

ALANINE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient received COVID-19 vaccination on 1/14/2021. On 1/17/2021, patient was transferred to Hospital s/p 
multiple cardiac arrests. Patient was hyperkalemic and in acute renal failure at time of transfer. 
Hyperkalemia was treated, but the patient suffered PEA vs VFib. At the time of transfer, patient was on 
vasopressin, norepinephrine, and epinephrine. The patient had an EF of 40-45% and elevated troponins. 
Patient was made DNR and placed on comfort care. Patient passed away on 1/18/2021. Ultimately we 
suspect that the patients condition was a direct result of his underlying disease states, but wanted to make 
sure reporting was made available. 

No prior vaccinations for 
this event. 

ALANINE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Narrative: See ""Other Relevant History"" in Section 6 above Other Relevant Hx: 76yo man with a history of 
for C5 tetraplegia 2/2 cervical stenosis leading to neurogenic bowel/bladder (chronic suprapubic catheter) 
and chronic respiratory failure with tracheostomy, severe dysphagia s/p G tube placement and multiple 
aspiration pneumonias, COPD GOLD III, hx MRSA bacteremia (7/2018) and E coli bacteremia (12/2019). 
Patient transferred from Spinal Cord Injury until to ICU on 1/11/2021 due to worsneing dyspnea, hypoxia 
(80s) and tachycardia and was found to have acute hypoxic respiratory failure likely 2/2 multifocal 
pneumonia. CXR findings of ""There is interval increase in patchy airspace infiltrates and consolidation in 
bilateral lungs concerning for pneumonia"" Patient was started on vancomycin and pip/tazo on 1/11 and 
tracheal aspirate cultures were obtained for VAP diagnosis which ultimately grew Serratia liquifaciens and 
Proteus mirabilis. Infectious Diseases was consulted who recommended a switch to ertapenem therapy for 

No prior vaccinations for 
this event. 



a total 10 day course for VAP. UCx/BCx remained negative. On 1/20, a therapeutic bronchoscopy was 
completed with cultures growing Stenotrophomonas maltophilia and pan-S Klebsiella pneumoniae. The 
following day a chest tube was inserted and the course of ertapenem completed but vancomycin was 
continued. By 1/22, patient developed shock liver with ALT/AST 2135/1579 from normal range the day prior 
and SCr increased to 1.3 from baseline 0.7/cystatin C of 2.46 up from 1.15. Levofloxacin was added for 
Stenotrophomonas coverage. By 1/25, patient's clinical status continued to decline and Cardiology was 
consulted for new onset Afib with RVR. Discussion was documented with patient's family who requested 
DNR. Patient passed away in the early AM on 1/26. Demise does not appear to be related to COVID-19 
vaccination but occurred in recent timeframe. Symptoms: ElevatedLiverEnzymes & death, pneumonia, afib" 

ALANINE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, 
c/o some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal 
labs (see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP 
that day labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into 
full cardiac arrest and CPR was started. -Please see HPI above, in addition after intubation the patient 
coded again. More epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and 
targeted temperature management was pursued. He is placed on a lidocaine drip and a right femoral central 
line was placed by myself. At this time, norepinephrine drip was initiated given his continued hypotension. 
Post intubation chest x-ray suggests possible abdominal pathology and once the patient was stabilized 
further, he was sent to the CT scanner where CT head without IV contrast and CT chest, abdomen and 
pelvis with IV contrast was obtained. He did lose pulses once in the radiology suite. This was brief. IV fluids 
were initiated and he received over 2 L of crystalloid therapy. He continued to be hypotensive in the 
emergency department and vasopressin was added. He also had a single dose of Neo-Synephrine and IV 
push fashion to help bring his blood pressure up. CT scan reveals probable bilateral aspiration 

No prior vaccinations for 
this event. 



pneumonia/pneumonitis and dilated loops of small bowel without a transition point and pneumatosis 
involving loops in the left upper quadrant. I did try to initiate consult with critical care and possible transfer, 
however he continued to be unstable and coded requiring CPR multiple times. He was given IV bicarbonate 
given his prolonged CPR state and pH. Ultimately, the family decided to make the patient comfort measures 
only given his critical illness. Shortly after making this decision he did pass away in the emergency 
department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for portal venous gas 
which can be seen in the setting of bowel ischemia. Consider CT for further evaluation and/or surgical 
consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild patchy perihilar 
opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: MD CT SCAN 
- CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM 
Impression By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper 
lobes, right middle lobe, in consolidative opacities within bilateral lower lobes which could represent 
aspiration, and/or multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small 
bowel without a transition point and mucosal hyperenhancement involving the colon with areas of 
pneumatosis involving loops of small bowel within the left upper quadrant and portal venous air consistent 
with hypoperfusion complex. There is a small caliber appearance of the aorta and a flattened appearance of 
the IVC is well. 4. Intravascular air within the IVC and bilateral iliac veins could be secondary to right femoral 
central lying injection. 5. Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement 
of the medullary pyramids which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib 
fractures on the right at ribs 2 through 

ALANINE AMINOTRANSFERASE INCREASED COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

Death on 1/31/2021 multiple comorbidities No prior vaccinations for this event. 

ALANINE AMINOTRANSFERASE INCREASED COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

Sent to ER 1/14/2021 due to drop in blood pressure with LOC during dialysis. Imaging revealed right lower 
lobe pneumonia given script for amoxicillin. According to staff patient was on dialysis had pneumonia and 
was on hospice, dialysis stopped resulting in death. 

No prior vaccinations for 
this event. 

ALANINE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/12/2021 Vaccine 2/13/2021 Weakness, oral ulcers 2/17/2021 Brought to ER for loss of consciousness, 
altered mental status, rectal bleeding; work up showed sepsis, UTI, anemia, pneumonia, pleural effusion, 
pancytopenia, hypotension; persistent hypotension and respiratory failure 2/18/2021 Passed away at 
5:54AM 

No prior vaccinations for 
this event. 

ALANINE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Cardiogenic shock occurred on 2/10/2021, approximately 12 hours after patient received her 12th dose of 
pemetrexed/pembrolizumab and 4 days after COVID vaccine. Coronary angiography was done on 
2/10/2021 and no significant coronary narrowing or blockage were noted. Baseline troponin on 2/10/21 was 
0.02 and later on 2/10/21, troponins were 9.99 & 25.27. Creatinine increase from 1.2 to 3.4 within 24hours, 
and AST/ALT increased from 23 & 31 to 4,220 & 4,786 respectively on 2/11. Patient expired on 02/11/2021. 

No prior vaccinations for 
this event. 



ALANINE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/24/21 Patient Died. 02/23/21. Patient came to ED for weakness/falls. Patient had fallen on 02/21 and 
02/23. UA was done in LTC, and he was started on ciprofloxacin 02/22/21. Treatment was to put patient on 
comfort cares (morphine + lorazepam) 

No prior vaccinations for 
this event. 

ALANINE AMINOTRANSFERASE NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

Resident was seen by MD on 1/11/2021 due to increasing in edema and shortness of breath. Lasix 40 mg 
STAT given. New orders to get a STAT CBC, CMP, and BNP. Resident has been dependent on Oxygen since 
his diagnosis of COVID-19 on 11/23/2020. Labs were abnormal. Continued on the lasix 40 mgs. Resident 
remained short of breath with exertion and on oxygen. He was assisted to the toilet on 1/15/2021 in the 
morning where he subsequently passed away. 

No prior vaccinations 
for this event. 

ALANINE AMINOTRANSFERASE NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient has end stage renal disease and rapidly worsening dementia, family could no longer care for him at 
home, and he was admitted for 14-day quarantine prior to admission to inpatient hospice. Received vaccine 
on 1/12 without apparent adverse reactions. Patient started refusing oral intake on 1/16, and CMP on 1/17 
showed hypernatremia 165 (new issue). His BUN 138 CREAT 6.93 K 5.2 were his baseline. He was found to 
be deceased on 1/18 at 11:18 pm. 

No prior vaccinations 
for this event. 

ALANINE AMINOTRANSFERASE NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  



Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital 
by ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. 
DNR status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

No prior vaccinations for 
this event. 

ALANINE AMINOTRANSFERASE NORMAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient was vaccinated for SARS-CoV-2 on 6-Jan-21 at his site of employment, a Nursing Home. Patient 
presented to Urgent Care on 15-Jan-21 complaining of left sided chest pain that started the evening before 
with an associated slight cough. Pt was afebrile with a heart rate of 88 and an O2 sat on room air of 98% in 
triage. His EKG showed a sinus tachycardia of 114 with a slightly prolonged QTc of 463 ms. Physical exam 
was significant for bibasilar crackles and X-ray showed bibasilar infiltrates consistent with COVID 
pneumonia but bacterial pneumonia could not be excluded. The patients BP was documented as 97/64. He 
was treated with Zofran for nausea and tylenol. He was prescribed a five day course of Azithromycin, an 
Albuterol inhaler, guaifenessin with codeine cough syrup, and Zofran. Labs were drawn and he was 
discharged. His lab results were reported after his departure and were significant for a white blood cell 
count of 1.33, platelet count of 73, 2% myelocytes, 1% metamyelocytes, an absolute neutrophil count of 
0.75 K/ul, a creatinine of 1.83, total bilirubin of 1.3, with direct bilirubin of 0.8, alkaline phosphatase of 294 
and AST of 112 with ALT noted to be within normal limit. His COVID nasopharyngeal swab from the visit 
was reported as negative and a swab performed at his employment on 13-Jan-21 was also reported to be 
negative. Patient could not be reached by phone after discharge from Urgent Care about these labs. On the 
evening of 16-Jan-21, Police Department received a 911 call about an adult at the patient's address who 
was found unresponsive. Upon arrival on scene, the patient was found to be deceased and a decision was 
made not to attempt to resuscitate. The death was deemed to be non-suspicious and the patient's body was 
transported to a funeral home. On 19-Jan-21, I contacted the State Medical Examiner's Office. They have 
decided to perform an autopsy and have recovered the CBC and chemistry specimens obtained for further 

No prior vaccinations for 
this event. 



testing. 

ALBUMIN GLOBULIN RATIO 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt had witnessed arrest by wife. Pt wife started CPR and called EMS. CPR started at 15:12. Continued by 
EMS. Pt arrived to medical center asystole with CRP in progress and ventilated via igel device. He was in 
refractory ventricular fibrillation and continued CPR for a total of 1 hour. At that point, we checked a 
bedside ultrasound which showed his heart at a standstill. He was unresponsive to verbal and tactile 
stimulus and had fixed unreactive pupils. He was pronounced at 16:13. 

No prior vaccinations for 
this event. 

ALBUMIN GLOBULIN RATIO ABNORMAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Sent to ER 1/14/2021 due to drop in blood pressure with LOC during dialysis. Imaging revealed right lower 
lobe pneumonia given script for amoxicillin. According to staff patient was on dialysis had pneumonia and 
was on hospice, dialysis stopped resulting in death. 

No prior vaccinations 
for this event. 

ALTERED STATE OF CONSCIOUSNESS 
COVID19 (COVID19 
(MODERNA)) (1201)  

Lethargy/altered level of consciousness lead to hospital admission. Multiple interventions during 
hospitalization. Final hospital diagnoses: Acute respiratory failure with hypercapnia, acute 
pansinusitis. 

No prior vaccinations for this 
event. 

AMMONIA INCREASED COVID19 (COVID19 (PFIZER-
 



BIONTECH)) (1200) 

"death Narrative: 71 yo male who passed away on 1/29/2021, medical cause of death ""cholangiocarcinoma, 
interval between onset and death 14 months. Since patient passed away within 42 days of the covid19 
vaccine administration, we are required to complete a report to VAERS. Vaccine (Pfizer) was administered 
without complications. The patient denied any prior severe reaction to this vaccine or its components or a 
severe allergic reaction such as anaphylaxis to any vaccine or to any injectable therapy. Synopsis- 1/23 71 yo 
male presented to ED with upper GI bleed. PMH: DM, HTN, cholangiocarcinoma of biliary tract requiring 
recurrent paracentesis, COPD, perigastric and lower esophageal varices (not on beta blockers due to 
bradycardia). Pt has had 2 episodes of coffee ground emesis. Lactic 2.6, ammonia 52. Rec'd protonix, 
octreotide, and ceftriaxone in ED. Family has been previously encouraged to speak to palliative care but has 
never been willing to. GI consulted. 1/24 EGD completed. No signs of active bleed. MDs recommending 
hospice. CT + for small bowel ileus. 1/26 Requires placement of NG tube to suction. Palliative care consulted. 
1/27 Paracentesis completed. 4100mls removed. 1/28 Pt changed to palliative status. 1/29 Pt passed away." 

No prior vaccinations 
for this event. 

ANAEMIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt. was admitted to hospital on 1/6/21 with fatigue, weakness. Pt. was Covid positive in November of 2020. 
Impression upon admission was fatigue may be due to her aortic stenosis and some hypertensive issues with 
blood pressure changes. She was anemic. WBC was elevated to 19.2, HBG 10.5, NA-131, K+ - 3.1, Rule out 
bacterial infection. Potential source could be her heart valve. Also noted to have acute renal failure with BUN 
of 47 and Creatinine of 2.2 noted. Pt. was transferred to Hospital on 1/8/2021 with dx of aortic stenosis, 
bacteremia, ARF, Dehydration and anemia. Discharged with dx. of sepsis. Pt. expired on 1/18/21 with dx. of 
severe sepsis, complete heart block, staphylococcus epidermidis bacteremia. 

No prior vaccinations 
for this event. 

ANAEMIA 
COVID19 (COVID19 
(MODERNA)) (1201)  



Fever 101.1, unresponsive episode. Transferred to Hospital on 1/28. Diagnosis there was anemia and CHF, 
aware that he had vaccine day prior. Transfused with 2 units pRBC's. Transferred back to Nursing Home on 
1/30 and passed away 0140 1/31/2021 

No prior vaccinations for 
this event. 

ANAEMIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

pt received vaccine on 2/3. early on 2/4 developed chest pain, dyspnea, and was seen in ED and diagnosed 
with acute exacerbation of CHF and NSTEMI type 2, and anemia. on 2/5 transfusion was started and pt 
developed worsening dyspnea and then PEA arrest. Pt achieved ROSC and was transferred to the cardiac 
intensive care unit where he required vasopressor support. he subsequently declined and died on 2/7 

No prior vaccinations 
for this event. 

ANAEMIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Received Moderna #1 on 1/12/2021. 1/15/2021 developed worsening shortness of breath. Went to hospital 
and diagnosed with anemia, 4 negative fecal tests, neg EGD and colonoscopy. Discharged and readmitted 
(circumstances unknown for this episode) then readmitted a third time 1/20/2021 for shortness of breath. 
Diagnosed covid + at third hospitalization and continued to get worse. He died 1/23/2021. 

No prior vaccinations for 
this event. 

ANAEMIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"In discussion with Dr., medical director at Detox, she arrived night of 2/3/21 was quite intoxicated so was 
not going through any withdrawal. She was getting vitals and CIW checked regularly. First dose of 
chlordiazepoxide 25mg was 2/4 at 1:25pm for CIWA 9. She had repeat vitals at 5:50pm, CIWA 1, vitals: P 
67, 118/79, 94% on RA, T 98.3. she had complained of some ""pressure in her head"" and feeling anxious, 
but otherwise denied other complaints. she was talking with others in the group, then other patients report 

No prior vaccinations for 
this event. 



she suddenly started having seizure like activity around 6:45pm, med techs came to help and found her 
stiff, gurgling. they tried to get vitals on her, called 911, noticed that at 6:54pm she had lost a pulse and they 
started CPR. paramedics arrived at 7:08pm and she was brought to ED. Pt BIBA in cardiac arrest. Pt was 
at Detox Center when she was reported to have seizure-like activity followed by collapse. She was found to 
be pulseless and CPR initiated by staff members. EMS arrived and performed approx 15 min of CPR and 
gave pt epi x 3 and bicarb. No shocks administered but they did not report a rhythm. In the emergency 
room the patient arrived and was found to be pulseless with PEA arrest, CPR was initiated, patient was 
intubated. ROSC ultimately achieved, patient remained very acidotic despite ventilator adjustment, head CT 
revealed cerebral edema. Pt also found to be profoundly anemic with a hemoglobin of 5 and platelets of 37, 
she was thought to be GI bleeding so medications for this were initiated. Patient then became more 
hypoxemic with bradycardia, consultation with neurosurgery and critical care medicine at tertiary care 
center deemed ongoing CPR futile. Patient arrested at 2:30AM on 2/5, pronounced dead at 2:48AM." 

ANAEMIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

My mom only had site soreness after her covid vaccine on 1/21 which resolved within a couple days. 
However, she died in the early morning hours of 1/25, she was fine the day before, no sign of injury. We 
found her collapsed on the ground and although we tried cpr she was already dead. She had gone to the 
hospital on 12/28 for shortness of breath, angina and symptomatic anemia, her ekg was unchanged and 
blood work normal except for anemia. The cardiologist did not think a cardiac cath was needed. Her 
shortness of breath improved with a blood transfusion and a dose of lasix (no heart failure). 

No prior vaccinations for 
this event. 

ANAEMIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



Patient received dose #1 of COVID-19 vaccine on 1/16/21. Within 3 days, she developed petechiae up to 
ankles, later rising up to her knees. Pt admitted to hospital on 2/6/21 for symptomatic anemia 2/2 vaginal 
bleeding. Patient received 4 units FFP, 4 units PRBC, 1 unit cryoprecipitate, and vitamin K 5 mg IV. Also 
started on medroxyprogesterone 20 mg PO TID. Alectinib d/ced due to worsening liver function. Evalauted 
by OB/GYN and Hematology. Diagnosed with DIC. Patient with worsening bilateral lower extremity edema 
and purpura with pain and weakness. Palliative care consulted. Patient passed away on 2/11. 

No prior vaccinations for 
this event. 

ANAEMIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Approximately 2 weeks post vaccination developed rapid AF, CHF. Admitted to Medical Center. 
Discharged home on hospice. Patient died at home on 2/13/2021. Reported to this reporter at second 
dose clinic on 2/16/21. Other details not known. Unknown if related to vaccine. 

No prior vaccinations for 
this event. 

ANAEMIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/12/2021 Vaccine 2/13/2021 Weakness, oral ulcers 2/17/2021 Brought to ER for loss of consciousness, 
altered mental status, rectal bleeding; work up showed sepsis, UTI, anemia, pneumonia, pleural effusion, 
pancytopenia, hypotension; persistent hypotension and respiratory failure 2/18/2021 Passed away at 
5:54AM 

No prior vaccinations for 
this event. 

ANAEMIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt presented to ER with SOB on 01-29-2021. He was admitted to Healthcare with acute CHF exacerbation, No prior vaccinations for 



elevated lactate, anemia and elevated d-dimer. Pt reports getting SOB getting up to go to the bathroom. Pt 
was intubated. He developed pulmonary edema. Pt expired on 02-02-2021 at 10:13 PM. 

this event. 

ANAEMIA MACROCYTIC 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"shortness of breath, chest xray with pulmonary edema, periorbital edema Narrative: 73 yo M w/ PMH HTN, 
HLD, EVAR (2013) for AAA c/b persistent type II endoleak s/p multilple repairs (2015 & 2017) c/b glue 
embolization down into the R CIA secured with additional stent placement with the R iliac limb, s/p b/l Iliac 
artery aneurysm stent 08/31/20, and PTSD. Former smoker, quit 12+ yrs ago. 11/1/20-11/6/20: Hospitalized 
for acute on chronic back pain, found to multiple hypermetabolic lesions in the axial skeleton. Diagnosed with 
epithelioid angiosarcoma. Patient discharged to facility. 12/17/20: Patient received his 1st COVID-19 vaccine 
w/o complications at facility. 12/21/20: Underwent cyberknife treatment. 12/31/20: Transferred from facility to 
ER for new O2 requirement, SOB, cough, chest X ray / pulm edema, tachycardic and new periorbital edema. 
12/31/20: Admitted to ICU before transfer to acute care. 1/1/21: Pulmonary consult, ""Labs are notable for 
progressive left shift with bandemia, markedly elevated inflammatory markers (D-dimer, ESR, CRP, ferritin, 
LDH), mild elevation in procalcitonin, mild elevation in lactate that has improved, and negative viral panel 
including COVID-19 x2. CT chest is notable for b/l GGOs along with some interstitial infiltrates with an upper 
and particularly mid zone and perihilar predominance, septal thickening and crazy paving, and numerous 
cystic lesions or pneumatoceles. There is a lack of lobar consolidation and pulmonary nodules. Of note, 
PET/CT about 2 months ago only demonstrated some mild to moderate emphysema mostly in the upper 
lobes. Therefore, there has been a relatively dramatic change in a few months, suggesting a more subacute 
process, rather than an acute infectious process such as a viral pneumonia, including COVID-19 infection, in 
which the GGOs tend to be subpleural and peripheral. Overall, our suspicion for COVID-19 is relatively low, 
with negative testing x2 yesterday, negative testing a few weeks ago, and lack of sick contacts, but it is 
possible. Therefore, higher on the differential is a more subacute infection or chemotherapy-induced 
pneumonitis. Risk factors include malignancy, chemotherapy, and use of steroids (equivalence of about 27 mg 

No prior vaccinations 
for this event. 



of Prednisone in the form of Dexamethasone since 11/6/20 without PJP prophylaxis). These risk factors, along 
with consistent imaging and elevated LDH, make PJP quite likely. Fungal infection is less likely based on 
imaging. Chemotherapy-induced pneumonitis is a possibility, especially given the more subacute picture 
based on imaging. Both Gemcitabine and Docetaxel can cause pneumonitis. However, the patient has been 
on steroids, which is used to treat drug-induced pneumonitis, although this does not exclude it completely."" 
1/2/21: Transferred to ICU for worsening hypoxemia as patient reached 40L/100% FIO2 and remained on 
COVID isolation/COVID patient under investigation per ID recommendation. 1/4/21: Isolation precautions 
discontinued due to lower suspicion for active COVID infection to explain current presentation 1/6/21: Went 
into atrial fibrillation w/o RVR overnight 1/6. Tolerating, with MAPs in low 60s and HR in high 90s/low 100s. 
Suspect due to being-1L yesterday from diuresis, lasix stopped. S/p amiodarone bolus + drip, albumin 5% 
bolus 1/5/21: Macrocytic anemia NOS w/ slowly worsening H/H s/p PRBC x 1 unit 1/7/21: Per ICU Life-
sustaining treatment note, ""Following discussion w/ patient that his lung dx has been refractory to txt and 
hasn't improved despite maximal therapy, patient agreed to transition to hospice after he settles affairs. "" 
1/7/21 Infectious Disease note: ""This is an immunocompromised host due to cancer on active chemotherapy 
(albeit ANC>4000 on admission) and notably had been on daily PO dexamethasone 1 mg TID (total daily 
dose 3 mg, equivalent to 20 mg PO prednisone) since 11/6/20 without any PJP ppx. There was elevated c/f 
COVID-19 infection in setting of patient's presenting symptoms, especially in conjunction with b/l GGOs on 
imaging. Has undergone multiple COVID test that have all resulted negative. Discussed radiographic findings 
with radiology colleagues, and overall, it is difficult to definitively narrow the differential with imaging alone, but 
overall density of GGOs seem to appear less likely PJP and more in line with chemical pneumonitis vs 
COVID, although less typical for viral pneumonia as well. Given false-negative COVID tests are not unheard 
of, especially in the immunocompromised population, patient was kept on isolation precautions as a PUI for 
abundance of caution. He is now off precautions. In setting of patient having been on prednisone for some 
time without PJP ppx, he was also started on treatment dose TMP/SMX. Beta-d-glucan has returned positive, 
and although not the ideal test for PJP, this can certainly support a potential dx of PJP. Unfortunately, DFA 
from sputum was not performed due to insufficient sample and currently the patient is unable to produce an 
additional sample for testing. He is tolerating the high-dose TMP/SMX; we adjusted the dose to three SS 
tablets TID based on his somewhat declining UOP. Other fungal etiologies are pending work-up as well. 



Lastly, patient's chemotherapy is known to cause pneumonitis, but per pulmonology team, he receives 
prophylactic dexamethasone with his chemo cycles that should help to prevent drug-induced pneumonitis. 
Remains on the differential for now and this should also be concurrently treated with the steroids he is 
receiving."" 1/10/21: Comfort care initiated. All non-comfort measures were discontinued. Time of death: Jan 
10,2021@14:56; immediate cause of death per death note is ""hypoxic respiratory failure""" 

ANAL INCONTINENCE 
COVID19 (COVID19 
(MODERNA)) (1201)  

The patient passed away today, 1/13/2021. She was a hospice patient. She showed no adverse effects 
after receiving the vaccine on 1/12/2021. This morning she woke up as normal and during her morning 
shower she had a bowel movement, went limp and was non-responsive. The patient passed away at 7:45 
am. 

No prior vaccinations for 
this event. 

ANAL INCONTINENCE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient was vaccinated at 11:30am. By 7pm he started presenting symptoms of fatigue, chest pain. 
Patient urinated and defecated in himself. Was not feeling well. Patient died at 10:30pm. 

No prior vaccinations for this 
event. 

ANAL INCONTINENCE 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

1/23 - Mild injection site discomfort. Appetite loss compared to previous day. Beginning loss of mental 
acuity compared to previous day. 1/24 - Continued loss of appetite. Near complete loss of ability to move. 
Continued decline of mental acuity. Very little speaking. 1/25 - Stopped speaking completely. Loss of bowel 
control in the evening and continued until death. Complete loss of appetite. 1/26 - Near complete loss of 

No prior vaccinations for 
this event. 



ability to swallow. Moved to hospice 4:00pm. 1/27 - Died 4:00am 

ANALGESIC DRUG LEVEL DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"In discussion with Dr., medical director at Detox, she arrived night of 2/3/21 was quite intoxicated so was not 
going through any withdrawal. She was getting vitals and CIW checked regularly. First dose of 
chlordiazepoxide 25mg was 2/4 at 1:25pm for CIWA 9. She had repeat vitals at 5:50pm, CIWA 1, vitals: P 67, 
118/79, 94% on RA, T 98.3. she had complained of some ""pressure in her head"" and feeling anxious, but 
otherwise denied other complaints. she was talking with others in the group, then other patients report she 
suddenly started having seizure like activity around 6:45pm, med techs came to help and found her stiff, 
gurgling. they tried to get vitals on her, called 911, noticed that at 6:54pm she had lost a pulse and they 
started CPR. paramedics arrived at 7:08pm and she was brought to ED. Pt BIBA in cardiac arrest. Pt was at 
Detox Center when she was reported to have seizure-like activity followed by collapse. She was found to be 
pulseless and CPR initiated by staff members. EMS arrived and performed approx 15 min of CPR and gave pt 
epi x 3 and bicarb. No shocks administered but they did not report a rhythm. In the emergency room the 
patient arrived and was found to be pulseless with PEA arrest, CPR was initiated, patient was intubated. 
ROSC ultimately achieved, patient remained very acidotic despite ventilator adjustment, head CT revealed 
cerebral edema. Pt also found to be profoundly anemic with a hemoglobin of 5 and platelets of 37, she was 
thought to be GI bleeding so medications for this were initiated. Patient then became more hypoxemic with 
bradycardia, consultation with neurosurgery and critical care medicine at tertiary care center deemed ongoing 
CPR futile. Patient arrested at 2:30AM on 2/5, pronounced dead at 2:48AM." 

No prior vaccinations 
for this event. 

ANALGESIC DRUG LEVEL THERAPEUTIC 
COVID19 (COVID19 
(MODERNA)) (1201)  

Received vaccine on 2/6/2021. was a bit off all week per caregivers - low grade temp and reporting pain No prior vaccinations 



which they treated with Tylenol. She was pretty much herself on morning of 2/13/2021 - got up, had shower. 
caregivers noted her extremities were cool and face was red. temp was 97.4. She was placed in wheelchair 
with book in the living room. caregivers noted she was not turning pages of the book as she usually would. 
She was tracking, so they don't think she had a seizure. Caregiver moved her back to bed with blanket and 
noted that her lips were blue and at that point called 911. She was found with agonal breathing, CPR started, 
intubated by EMS, taken to the ER and diagnosed with cardiac arrest upon arrival. CPR was continued until 
family could be reached and decision was made to stop resuscitation. 

for this event. 

ANAPHYLACTIC REACTION 
COVID19 (COVID19 
(MODERNA)) (1201)  

Brain aneurysm; Anaphylactic reaction; Collapsed; BP sky rocketed; Shortness of breath; A spontaneous 
report was received from a consumer concerning a 69-year-old female patient who received Moderna's 
COVID-19 Vaccine (mRNA-1273) and experienced blood pressure skyrocketed, shortness of breath, loss of 
consciousness, massive anaphylactic reaction, and brain aneurysm. The patient's medical history, as 
provided by the reporter, included high blood pressure and arthritis. Products known to have been used by 
the patient, within two weeks prior to the event, included an antihypertensive. On 04 Jan 2021, prior to the 
onset of the events, the patient received their first of two planned doses of mRNA-1273 intramuscularly for 
prophylaxis of COVID-19 infection. Twenty-two minutes later she had a massive anaphylactic reaction. She 
experienced shortness of breath, blood pressure skyrocketed, and loss of consciousness. She was taken to 
the emergency room. The patient had a brain aneurysm and never recovered. No treatment information 
was provided. The patient died on 04 Jan 2021. The cause of death was reported as brain aneurysm. Plans 
for an autopsy were not provided.; Reporter's Comments: This case concerns a 69-year-old, female patient 
with a medical history of hypertension, who experienced fatal, serious, unexpected events of Anaphylactic 
reaction, hypertension, dyspnea, loss of consciousness and brain aneurysm. The events occurred 22 
minutes after the first dose of mRNA-1273 was administered. No treatment information was provided. The 
patient never recovered and died. The cause of death was reported as brain aneurysm. Very limited 
information regarding this event has been provided at this time. Based on temporal association between the 

No prior vaccinations for 
this event. 



use of the product and the start date of the event, a causal relationship cannot be excluded. Additional 
information has been requested.; Reported Cause(s) of Death: Brain aneurysm 

ANAPHYLACTIC SHOCK 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

She started having breathing problems/heart attack appearance. on 1/22/21 and went to the ER. Upon 
admittance was told it was an anaphylactic shock from the Covid shot. They kept her in ICU and released 
her 1/23/21. At 12:45 am on 1/24/21 she passed out and we called the ambulance. Hospital admitted her 
and worked through multiple organ failure issues and thought her numbers were under control. She was 
released on 1/27/21 and was driving on 1/28/21 around 4:15 pm and appears to have had heart failure and 
had a wreck. She passed away that day. 

No prior vaccinations for 
this event. 

ANEURYSM 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

on 1/8/2021 17:30 patient taken to ER, cerebellar hemorrhage, stroke, aneurysm No prior vaccinations for this event. 

ANEURYSM RUPTURED COVID19 (COVID19 (MODERNA)) (1201) 
 

Patient received her first dose of the Moderna COVID-19 Vaccination on Saturday January 16th 2021 at 
approximately 12pm. She completed all necessary screening forms and was deemed to be at low risk for 
serious allergic reactions. She tolerated the vaccination well, and no complications or immediate adverse 
events occurred. She was observed for a full 15 mins per CDPHE/CDC guidelines and left the Clinic in 
stable condition after her observation period was complete. On the morning of Tuesday, January 19th, 
2021, the patient was found unconscious and unresponsive by her husband. She was transferred by 
Ambulance to Hospital shortly thereafter. She was diagnosed with a brain bleed that was determined to be 

No prior vaccinations for 
this event. 



inoperable. She was transferred to other Hospital for higher level care. She was seen by neurosurgery and 
diagnosed with a ruptured aneurysm. She was treated in the ICU for 24 hours, at which point her team 
determined that the severity of her brain bleed would not respond to treatment. Supportive cares were 
withdrawn on Wednesday Jan 20th, and she passed away shortly thereafter. 

ANGINA PECTORIS 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

1-12-21 Resident is complaining of heart pain. Resident blood pressure is 228/105. 1-22-21 Dx UTI 1-13-21 
His nurse called MD at approximately 0645, reported to him that it was reported to this nurse that resident 
has not slept in 2 days and night, has an increased blood pressure, reports severe pain in lower back, and 
appears to be uncomfortable Resident is able to verbalize his pain and where it is at, but is unable to 
explain the quality of the pain or give a number on the 0/10 pain scale. 

No prior vaccinations for 
this event. 

ANGINA PECTORIS 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

My mom only had site soreness after her covid vaccine on 1/21 which resolved within a couple days. 
However, she died in the early morning hours of 1/25, she was fine the day before, no sign of injury. We 
found her collapsed on the ground and although we tried cpr she was already dead. She had gone to the 
hospital on 12/28 for shortness of breath, angina and symptomatic anemia, her ekg was unchanged and 
blood work normal except for anemia. The cardiologist did not think a cardiac cath was needed. Her 
shortness of breath improved with a blood transfusion and a dose of lasix (no heart failure). 

No prior vaccinations for 
this event. 

ANGIOCARDIOGRAM COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

Cardiogenic shock occurred on 2/10/2021, approximately 12 hours after patient received her 12th dose of 
pemetrexed/pembrolizumab and 4 days after COVID vaccine. Coronary angiography was done on 2/10/2021 
and no significant coronary narrowing or blockage were noted. Baseline troponin on 2/10/21 was 0.02 and 
later on 2/10/21, troponins were 9.99 & 25.27. Creatinine increase from 1.2 to 3.4 within 24hours, and 
AST/ALT increased from 23 & 31 to 4,220 & 4,786 respectively on 2/11. Patient expired on 02/11/2021. 

No prior vaccinations 
for this event. 

ANGIOGRAM 
COVID19 (COVID19 
(MODERNA)) (1201)  

On 1/17/2021 patient woke and began her day as usual, was found down by family member 1 hour later 
conscious but unable to speak and unable to move her R side. She was admitted to the hospital - Initial 
NIHSS was 26 and CT imaging showed no acute hemorrhage but mild hypodensity of greater than 1/3 of 
the MCA territory (TPA not recommended). CTA did show distal L M1/M2 occulsion and she was 
transferred to larger facility for thrombectomy. Unfortunately the patient had persistent severe neurological 
deficits after thrombectomy. Was discharged home on hospice care and expired on 1/23/21. 

No prior vaccinations for 
this event. 

ANGIOGRAM CEREBRAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

on 1/8/2021 17:30 patient taken to ER, cerebellar hemorrhage, stroke, aneurysm No prior vaccinations for this event. 

ANGIOGRAM CEREBRAL ABNORMAL COVID19 (COVID19 (MODERNA)) (1201) 
 

On 1/17/2021 patient woke and began her day as usual, was found down by family member 1 hour later 
conscious but unable to speak and unable to move her R side. She was admitted to the hospital - Initial 
NIHSS was 26 and CT imaging showed no acute hemorrhage but mild hypodensity of greater than 1/3 of the 

No prior vaccinations 
for this event. 



MCA territory (TPA not recommended). CTA did show distal L M1/M2 occulsion and she was transferred to 
larger facility for thrombectomy. Unfortunately the patient had persistent severe neurological deficits after 
thrombectomy. Was discharged home on hospice care and expired on 1/23/21. 

ANGIOGRAM PULMONARY ABNORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient presented to the Emergency Department complaining of chest pain, pale, cool diaphoretic, and 
hypotensive. The patient was discovered to have a large saddle pulmonary embolism, went into cardiac arrest 
and expired. Of note, the patient received her second Moderna COVID vaccine on 1/23, which would place 
her first one approximately 12/25 if she received them at the appropriate interval. This information is from the 
patient's daughter and the ED record, the information is not available in CAIR. Per the daughter, the patient 
started feeling ill on 1/21, improved on 1/25, and then acutely worsened on 1/27, resulting in the ED visit. 

No prior vaccinations 
for this event. 

ANGIOGRAM PULMONARY ABNORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 
abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of 
vomiting and dry heaving. 

No prior vaccinations for this 
event. 

ANGIOGRAM PULMONARY ABNORMAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient received COVID 19 vaccine the morning of 1/18/21 at Public Health COVID-19 vaccine clinic. I 
(person completing this report) work for PH. Later that night while in bed, patient reported difficulty 
breathing to his wife, then turned blue, and became unresponsive. Family report pt was without any 
symptoms prior to event. 911 called; CPR started by family member 15 min. after pt became unresponsive. 

No prior vaccinations for 
this event. 



EMS performed resuscitation for about 30-40 minutes with multiple defibrillation for V-fib. Between EMS 
and Medical Center ER, pt had 9 rounds of epi, CPR w/ LUCAS machine, given 2 doses of amiodarone 
(150 mg and 300 mg). Patient had 3 EKGs, which did not show STEMI, but did show nonspecific 
conduction delay and sinus arrest with junctional escape vs sinus bradycardia (HR 50's). Pt had return of 
spontaneous circulation. Pt intubated, and started on Levophed. Pt transferred to ICU, and had central line 
placed. Family decided to make patient DNR. Pt went into coarse VFib again, and as per wishes of family, 
code blue not called. Patient expired at 01:53 on 1/19/21. 

ANGIOGRAM PULMONARY ABNORMAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt admitted to Hospital on 2/8/21 with 2-3 days of SOA and cough. His wife was diagnosed with COVID-19 at 
approximately the same time when the patient received 1st COVID-19 vaccine. Pt had not felt well since 
receiving the vaccine and had some changes in taste or smell. He became acutely worse 2-3 days p/t 
admission with DOE, productive cough, H/A, N/V, profound weakness and bilateral infiltrates on CXR. He was 
hypoxic on room air. During hospitalization, has gone back and forth from BiPAP to HFNC. Unable to prone. 
Pt and wife discussed goals of care and decided on comfort measure approach. Pt expired on 2/19/21. 

No prior vaccinations 
for this event. 

ANGIOGRAM PULMONARY NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 
abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of vomiting 
and dry heaving. 

No prior vaccinations for 
this event. 

ANGIOGRAM PULMONARY NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  



Mentation has declined since hospital discharger for fall on 2/6/20201. Patient has also had significant poor 
oral intake. Brought in due to apneic episodes. Abdominal pain - diffuse tenderness (right sided) Elevated 
liver enzymes - likely secondary to dehydration Increased serum creatine kinase - likely due to dehydration 

No prior vaccinations 
for this event. 

ANION GAP 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient has end stage renal disease and rapidly worsening dementia, family could no longer care for him at 
home, and he was admitted for 14-day quarantine prior to admission to inpatient hospice. Received vaccine 
on 1/12 without apparent adverse reactions. Patient started refusing oral intake on 1/16, and CMP on 1/17 
showed hypernatremia 165 (new issue). His BUN 138 CREAT 6.93 K 5.2 were his baseline. He was found to 
be deceased on 1/18 at 11:18 pm. 

No prior vaccinations 
for this event. 

ANION GAP 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital by 
ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. DNR 
status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

No prior vaccinations 
for this event. 

ANION GAP 
COVID19 (COVID19 
(MODERNA)) (1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 
abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of 
vomiting and dry heaving. 

No prior vaccinations for this 
event. 

ANION GAP COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

Pt had witnessed arrest by wife. Pt wife started CPR and called EMS. CPR started at 15:12. Continued by 
EMS. Pt arrived to medical center asystole with CRP in progress and ventilated via igel device. He was in 
refractory ventricular fibrillation and continued CPR for a total of 1 hour. At that point, we checked a 
bedside ultrasound which showed his heart at a standstill. He was unresponsive to verbal and tactile 
stimulus and had fixed unreactive pupils. He was pronounced at 16:13. 

No prior vaccinations for 
this event. 

ANION GAP 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, 
c/o some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal 
labs (see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP 
that day labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into 
full cardiac arrest and CPR was started. -Please see HPI above, in addition after intubation the patient 
coded again. More epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and 
targeted temperature management was pursued. He is placed on a lidocaine drip and a right femoral central 
line was placed by myself. At this time, norepinephrine drip was initiated given his continued hypotension. 
Post intubation chest x-ray suggests possible abdominal pathology and once the patient was stabilized 
further, he was sent to the CT scanner where CT head without IV contrast and CT chest, abdomen and 
pelvis with IV contrast was obtained. He did lose pulses once in the radiology suite. This was brief. IV fluids 
were initiated and he received over 2 L of crystalloid therapy. He continued to be hypotensive in the 
emergency department and vasopressin was added. He also had a single dose of Neo-Synephrine and IV 
push fashion to help bring his blood pressure up. CT scan reveals probable bilateral aspiration 
pneumonia/pneumonitis and dilated loops of small bowel without a transition point and pneumatosis 
involving loops in the left upper quadrant. I did try to initiate consult with critical care and possible transfer, 

No prior vaccinations for 
this event. 



however he continued to be unstable and coded requiring CPR multiple times. He was given IV bicarbonate 
given his prolonged CPR state and pH. Ultimately, the family decided to make the patient comfort measures 
only given his critical illness. Shortly after making this decision he did pass away in the emergency 
department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for portal venous gas 
which can be seen in the setting of bowel ischemia. Consider CT for further evaluation and/or surgical 
consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild patchy perihilar 
opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: MD CT SCAN 
- CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM 
Impression By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper 
lobes, right middle lobe, in consolidative opacities within bilateral lower lobes which could represent 
aspiration, and/or multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small 
bowel without a transition point and mucosal hyperenhancement involving the colon with areas of 
pneumatosis involving loops of small bowel within the left upper quadrant and portal venous air consistent 
with hypoperfusion complex. There is a small caliber appearance of the aorta and a flattened appearance of 
the IVC is well. 4. Intravascular air within the IVC and bilateral iliac veins could be secondary to right femoral 
central lying injection. 5. Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement 
of the medullary pyramids which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib 
fractures on the right at ribs 2 through 

ANION GAP 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/12/2021 Vaccine 2/13/2021 Weakness, oral ulcers 2/17/2021 Brought to ER for loss of consciousness, No prior vaccinations for 



altered mental status, rectal bleeding; work up showed sepsis, UTI, anemia, pneumonia, pleural effusion, 
pancytopenia, hypotension; persistent hypotension and respiratory failure 2/18/2021 Passed away at 
5:54AM 

this event. 

ANION GAP 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Narrative: Patient received COVID/Pfizer #1 2/10/21 in L deltoid. (Patient home bound). On 2/12/21 reported 
left flank rash. 2/13 rash spread to entire abdomen/chest and UEs. Continued with fluctuations in BP/HR, fluid 
retention. On 2/16 labs ordered and Medrol dose pack. seen in home on 2/19 by MD - RUE swelling; diffuse 
rash over entire body; additional labs ordered (order to home infusion company). Patient passed in AM of 
2/20/21. Reported no urine output the prior evening. Additional labs not performed due to death of patient 
prior to lab company arrival. 

No prior vaccinations 
for this event. 

ANION GAP INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient had gotten up to the bathroom and collapsed in the hallway after using the restroom. Patient was 
unresponsive upon EMS arrival with vomitus coming out of the mouth per the report when they rolled 
patient over onto his side the emesis was pouring out of his mouth. ER course: Examination. Epinephrine 1 
mg IO x4 CBC, CMP, cardiac panel MDM: 1447 patient arrival, per EMS report patient had been sick and 
vomiting all morning. Bradycardia noted at arrival with rates in the 30s, CPR was initiated patient had 
received 3 rounds of epi prior to arrival. 1450 CPR continues via the Lucas device, 1 mg epinephrine given 
IV push 1451 CPR pause rhythm check. CPR resumes 1453 CPR paused for rhythm check. No central 
pulses, CPR resumed, glucose of 99 per fingerstick 1454 King tube removed. Oral airway placed 
respirations by BVM. 1 mg epinephrine IV push 1455 CPR pause for both pulse and rhythm check. No 
central pulses noted. CPR resumes via Lucas 1456 pupils are fixed and dilated bilaterally 1457 CPR pause 

No prior vaccinations for 
this event. 



for pulse and rhythm check. No central pulses noted. CPR resumed via Lucas. 1 mg epinephrine IV push 
1459 warm blankets applied. CPR pause for pulse and rhythm check. No central pulses noted. CPR 
resumed 1501 CPR pause for pulse and rhythm check. No central pulses. CPR resumes 1502 1 mg 
epinephrine given IV push 1503 CPR pause for pulse and rhythm check. No central pulses noted. CPR 
resumed via the Lucas device 1506 resuscitation is ceased at this time. Time of death recorded at 1506 

ANOSMIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

According to medical report, Pt presented to the ED on 1/14/21 w/ cc of SOB for 1 day. She received her 
COVID-19 vaccine on 1/9/21. Pt stated that she developed a dry hacking cough 2 days prior to the vaccine on 
1/7/21. Over the last few days prior to admission, she developed generalized weakness, SOB, loss of sense 
of taste and smell w/ associated decreased appetite and nausea ultimately SOB in the24 hours prior to 
admission. Final Diagnosis- acute hypoxic respiratory failure secondary to COVID-19 pneumonia. Pt died on 
2/3/21. See Medical report for more information. 

No prior vaccinations 
for this event. 

ANTICONVULSANT DRUG LEVEL DECREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient received vaccine at Public Health Clinic. Patient ended up having a seizure 3 days later and ended 
up in the hospital. Found to have right lobe pneumonia and low depakote level. Patient noted to have 
multiple seizures at hospital, issues with stabilizing HR and BP, and passed away on 1/20/21. 

No prior vaccinations for 
this event. 

ANURIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



Pale, not eating, no urine output After 1st covid vaccine 

ANXIETY COVID19 (COVID19 (MODERNA)) (1201) 
 

"The patient came to the Emergency Room at approx 3:30 am on 02/03/2021 with pain in right arm (same 
arm the COVID vaccine had been administered in approx 12 hours earlier) and feeling generally unwell. 
Patient was concerned about possibility of gout flare or that something was wrong with her arm. Elevated 
blood pressure was noted; this was attributed to anxiety. She was evaluated, given 500 mg Tylenol, and 
discharged since the pain was decreasing and blood pressure was stabilized. Patient instructed to follow-up 
with physician. The next day, on 02/04/2021, the patient arrived at the Emergency Room by ambulance; 
cardiac arrest was the chief complaint. The patient's daughter stated the patient had been ""feeling generally 
poor and then suddenly collapsed."" Daughter described ""gurgling respirations"" and being unresponsive. 
911 was called, police arrived within 5 minutes and initiated CPR. Epinephrine, atropine, lidocaine and bicarb 
administered after arrival to Emergency Room. Shockable rhythm never demonstrated. Patient never 
recovered spontaneous respiration or movement. The death was called at 23:04. Coronary artery disease 
with cardiac arrest is the cause from the ER records; the coroner is putting COVID-19 vaccination in Part 1 of 
the death certificate." 

No prior vaccinations 
for this event. 

ANXIETY 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient described feeling nervous, anxious the next morning (Wednesday) after the vaccine. He later fell in 
the bathroom after using the restroom, his legs gave out (his words) and consequently was on the ground for 
23 hours before being transported to the hospital. That was Thursday afternoon. He was diagnosed with 
COVID-19 on Saturday night and died the following Friday morning. 

No prior vaccinations 
for this event. 

ANXIETY 
COVID19 (COVID19 
(MODERNA)) (1201)  



Vaccine manufacturer and lot number unknown, vaccine given at alternate location. 2/23/21 8:27 PM: The 
patient is a 68-year-old male comes to the emergency department by paramedic ambulance for altered 
mental status that, began at around noon in association fever temp 102.9. PMH of myelofibrosis (on Jakafi 
and hydroxychloroquine), depression, anxiety, OSA, and history of AVR. Given history of myelodysplasia 
and Jak inhibitor predisposing to some opportunistic infections most notably viral reactivation with history of 
HSV and possible bacterial endocarditis he was admitted to the ICU for further monitoring and pressors. 
Patient has a MOS procedure 14 days prior - Status post MOSs procedure with large wound deficit on 
forehead -- Does not appear to be overtly infected at the time of admission. ED physician indicated mild 
facial cellulitis. 2/23/21- WBC 16.1 on admission. ECHO 2/26 indicated - no vegetation visualized. Of note 
second COVID vaccine 2 days prior to admission. Dr. felt incident was possible cardiogenic shock 
secondary to COVID vaccine. He did not feel the patient has a source of infection upon admission. 
Questionable given wounds on forehead Dr. (CMO) review of case- his impression was septic shock with 
and underlying case of chronic cardiac compromise making the hemodynamics worse 

No prior vaccinations for 
this event. 

ANXIETY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Within 24 hours of receiving the vaccine, fever and respiratory distress, and anxiety developed 
requiring oxygen, morphine and ativan. My Mom passed away on the evening of 12/26/2020. 

No prior vaccinations for this 
event. 

ANXIETY 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Daughter call in for VAERS report to file for father whom committed suicide 1/16/2021 in the AM after 
reportable ae of COVID 19 vaccine administered 1/14/2021. Patient sought care twice at ER; first visit by 
ambulance around 5PM and Friday 1/15/2021 Medical Center: Emergency Room. 1st Discharge summary 
diagnosis: adverse reaction to COVID shot; 2nd Discharge summary diagnosis: adverse reaction to COVID 

No prior vaccinations for 
this event. 



shot, fever, Panic Disorder-- ER. Medical Center Discharge summary diagnosis: Adverse reaction to the 
vaccine, acute anxiety. Reportable patient symptoms at, 1st visit : fever, shaking stomach cramps, 
breathing issues. Medical Center -- No fever, confusion and dementia type, patient would not stay in patient 
bed; patient would get up and sit down again repeatedly, agitated and anxious. Attempted to urinated 
hospital bed. Patient committed suicide in home. 

ANXIETY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

The day following the vaccine, the patient complained of throat issues and anxiety. This was not new... 
however . That evening he reported difficulty breathing and was placed on oxygen; a COVID test was 
performed and was negative. On 12/30/2020, patient complained of sternal pressure and was transferred 
to the hospital. The patient died 12/31/2020 and records obtained from the hospital indicated the patient 
died from a massive myocardial infarction. 

No prior vaccinations for 
this event. 

ANXIETY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Patient's wife called this morning stating that her husband has passed away last night. After receiving first 
dose of Pfizer COVID-19 vaccine at around 0830, patient remained in the Immunizations Department for 
the 15-minute monitoring period. Per wife, patient's only complaint was pain at the injection site. At 1300, 
wife states that patient complaint of dizziness which ""dissipated after a few minutes"" followed by a 
headache which ""dissipated after a few minutes"" as well. Then patient complained of nausea, no vomiting 
and ""couldn't relax."" Per wife, from around 1400/1500, patient stayed on his recliner while still having a 
conversation with her--""he didn't get up to eat."" Last conversation they had was around 2000/2100. Per 
wife, at around 2100/2200, patient was quiet and when she checked on him, ""he wasn't responding 

No prior vaccinations for 
this event. 



anymore."" Wife then called 911, ""but they couldn't revive him.""" 

ANXIETY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

respiratory distress; fever; anxiety developed requiring oxygen; Passed away; This is a spontaneous report 
via a Pfizer-sponsored program from a non-contactable consumer. A 63-year-old female patient received 
BNT162B2 (PFIZER-BIONTECH COVID-19 VACCINE, lot and expiry not reported), via an unspecified 
route of administration on 23Dec2020 at a single dose for COVID-19 immunization. Medical history 
included anaphylactic reaction (broad), neuroleptic malignant syndrome (broad), anticholinergic syndrome 
(broad), acute central respiratory depression (broad), hypersensitivity (broad), respiratory failure (narrow), 
drug reaction with eosinophilia and systemic symptoms (broad), hypoglycaemia (broad), COVID-19 (broad) 
and chronic obstructive pulmonary disease (COPD); all from an unknown date and unknown if ongoing. 
Concomitant medications included levothyroxine sodium and lorazepam (ATIVAN). Within 24 hours of 
receiving the vaccine, the patient experienced fever, respiratory distress, and anxiety developed requiring 
oxygen, morphine and lorazepam (ATIVAN). The patient passed away on the evening of 26Dec2020. The 
patient underwent lab tests and procedures which included SARS-COV-2 antibody test: negative on an 
unspecified date. The outcome of the event death was fatal, while of the other events was unknown. It was 
not reported if an autopsy was performed. No follow-up attempts are possible; information about lot/batch 
number cannot be obtained.; Reported Cause(s) of Death: Passed a 

No prior vaccinations for 
this event. 

ANXIETY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"In discussion with Dr., medical director at Detox, she arrived night of 2/3/21 was quite intoxicated so was 
not going through any withdrawal. She was getting vitals and CIW checked regularly. First dose of 

No prior vaccinations for 
this event. 



chlordiazepoxide 25mg was 2/4 at 1:25pm for CIWA 9. She had repeat vitals at 5:50pm, CIWA 1, vitals: P 
67, 118/79, 94% on RA, T 98.3. she had complained of some ""pressure in her head"" and feeling anxious, 
but otherwise denied other complaints. she was talking with others in the group, then other patients report 
she suddenly started having seizure like activity around 6:45pm, med techs came to help and found her 
stiff, gurgling. they tried to get vitals on her, called 911, noticed that at 6:54pm she had lost a pulse and they 
started CPR. paramedics arrived at 7:08pm and she was brought to ED. Pt BIBA in cardiac arrest. Pt was 
at Detox Center when she was reported to have seizure-like activity followed by collapse. She was found to 
be pulseless and CPR initiated by staff members. EMS arrived and performed approx 15 min of CPR and 
gave pt epi x 3 and bicarb. No shocks administered but they did not report a rhythm. In the emergency 
room the patient arrived and was found to be pulseless with PEA arrest, CPR was initiated, patient was 
intubated. ROSC ultimately achieved, patient remained very acidotic despite ventilator adjustment, head CT 
revealed cerebral edema. Pt also found to be profoundly anemic with a hemoglobin of 5 and platelets of 37, 
she was thought to be GI bleeding so medications for this were initiated. Patient then became more 
hypoxemic with bradycardia, consultation with neurosurgery and critical care medicine at tertiary care 
center deemed ongoing CPR futile. Patient arrested at 2:30AM on 2/5, pronounced dead at 2:48AM." 

ANXIETY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"anxious, restless, weak, dizzy, felt ""horrible"". Continued to C/O symptoms,. At 01:15, patient lost 
consciousness , then stopped breathing and lost pulse. Narrative: Patient was first vaccinated for COVID 19 
on 1/8/21. On 1/24/21: 61 year old presents to E.R. with CC of chest pain/sob, with multiple medical 
conditions including hypertension, atrial fibrillation on apixaban, cardiomyopathy with poor EF, dyslipidemia, 
COPD, CVA, lung CA s/p radiotherapy, PTSD, depression, Churg Strauss Syndrome, Sjogren's syndrome 
presented with chief complaint of chest pain or shortness of breath. He has been having worsening shortness 
of breath the past few days, also complains of cough productive of yellowish sputum, no hemoptysis. He 
complains of left upper chest pain with no radiation. There is no diaphoresis, palpitations or lightheadedness. 

No prior vaccinations 
for this event. 



He denies fever or chills. He complains of having fallen a few times recently, thus he passed out. Could not 
say if there were seizures activity. Admitted to 3D Tele. On 1/27, Pt advises he had episode of substernal CP 
this am. RN advises pt was in afib w/ RVR at a rate >140 at time of CP. Pt CP improved w/ prn NTG. Pt HR 
improved after daily medications. Pt sts his CP has resolved. Pt admits to continued dyspnea. Increased trop, 
transferred. 1/28, struggling with orthopnea and cough. He has no peripheral edema. He does have 
intermittent chest pain. Patient having periods of A-Fib RVR with non-sustained rates of 140's-150's 1/29 
more chest pain at 04:00, relieved with NTG. HR = AF, with RVR 145. At about 08:00, Cardiology sees patient 
and signs off, ""shortness of breath and cough not due to heart failure as evidenced by orthostatic 
hypotension and no improvement in symptoms with diuresis. Consider underlying lung disease vs acute 
pulmonary disease."" No pulmonary consult noted. 1/29 Patient received 2nd dose COVID19 vaccine at about 
3:30-4p. No notes from staff on this event. No notes from MD that this was discussed and still part of the plan. 
1/29 nurse's note: At around 2240 Pt was able to rest briefly but is now restless and anxious again. 
Tachypneic, stating he feels so weak and dizzy and overall just feel horrible. Continuing to get up frequently to 
have small soft bowel movements with assistance. Pt also stated ever since he got ""that shot"" he hasn't felt 
well. When asked what shot pt replied ""COVID shot."" Pt did receive 2nd dose of COVID vaccine 1/29 at 
1530. Around 2250 Spoke w MOD to relay above information and overall concern for pt, asked for MOD to 
come to bedside to evaluate pt. MOD states he's handing off to oncoming MOD and they will come to bedside 
to see pt. Around 2300 oncoming MOD called and all above and previous information discussed Around 2310 
MOD came to bedside to see pt. Will continue to monitor closely. 01/30/2021 ADDENDUM Around 0115 pt 
called for help to use bedside commode to urinate and have BM. Assisted x2 to BSC. While sitting on BSC 
pt's eyes rolled back and pt made postures consistent with a seizure, body became very rigid. Pt was 
unresponsive still with pulse. Lifted patient back to bed with 3 staff assist. Pt stopped breathing and lost pulse. 
Chest compressions started immediately and Code Blue called at 0120. 1/30 Hospitalist note: Called for 
CODE BLUE AGAIN AT 4:53. While on Vent after s/p Code blue for reasons not clear patient went into 
Asystole and code called second time. Patient had a prolonged CPR and was actually called off at 5:17 but he 
started having pulse and agonal resp. he was placed on Levophed and D5NS. He got a total of 9 amps of epi, 
3 amps od Bicarb and 1amp of D50. Trope bumped from 0.12 to 0.43 prior to this he already was on ASA, 
Apixiban for afib. Cards are on board for his CHF for his pulmonary edema Lasix ordered. Hid lactic acid is 



elevated. Blood cultures pending. Started Zosyn and is on Levophed. Continue to monitor. Updated patients 
Mom and she requested to do everything at this point. Coded again at 5:40, survived, but AOD writes a death 
note(?) Coded for the 4th time at 08:18. Family at beside, Mother asks for code to be stopped." 

AORTIC ANEURYSM 
COVID19 (COVID19 
(MODERNA)) (1201)  

"Patient called EMS approximately 1pm on 2/15 with complaints of generalized weakness. Upon arrival EMS 
found her to be diaphoretic and she had a witnessed syncopal episode with question of v-fib and seizures. 
She became unresponsive and had no pulse. CPR was begun and she was transported to ED. She remained 
asystole throughout. CPR was initially continued in the ED for approximately 30 minutes and then stopped 
with Time of Death noted at 13:27. ED notes noted ""suspect given history that patient experienced massive 
MI, PE or ruptured AAA"". Death certificate notes indicate ""signficant conditions contributing to death after 
cardiac arrest; ASCVD""." 

No prior vaccinations 
for this event. 

AORTIC ANEURYSM RUPTURE 
COVID19 (COVID19 
(MODERNA)) (1201)  

This resident of the assisted living facility received his Covid-19 Moderna (1st) vaccination and he has a 
leaking Aortic Aneurysm which resulted in hospitalization and he entered into Hospice care on 1.30.2021 
and passed away on 1.30.2021. 

No prior vaccinations for 
this event. 

AORTIC ANEURYSM RUPTURE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient was vaccinated approx 9a. Later that evening, patient was having trouble breathing so they called 
son who lives down the road to come, 20 mins after the call the patient has passed. Per medical examiner, pt 

No prior vaccinations 
for this event. 



died due to possible PE, MI, or his aortic aneurysm ruptured. 

AORTIC DISSECTION 
COVID19 (COVID19 
(MODERNA)) (1201)  

ER admit for CP and Jaw pain, exhaustion, Aortic arteritis normal SED rate found on CT scan hospital admit 
IV medications required Solumedrol and Actemra questionable how much medications received d/t IV's not 
working. Released from care on 2/19 with prednisone . Symptoms still present off and on. 2/21 922pm CP 
Jaw Pain severe EMT's called EKG done reported no heart attack, pain better, EMTs left. 10/15 severe Pain 
collapsed with no pulse and no breathing, EMTs returned unable to obtain a shock-able rhythm time of death 
pronounced. reason for death on certificate Aortitis - hospitalist thinks aortic dissection d/t severe 
inflammation 

No prior vaccinations 
for this event. 

AORTIC STENOSIS 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt. was admitted to hospital on 1/6/21 with fatigue, weakness. Pt. was Covid positive in November of 2020. 
Impression upon admission was fatigue may be due to her aortic stenosis and some hypertensive issues 
with blood pressure changes. She was anemic. WBC was elevated to 19.2, HBG 10.5, NA-131, K+ - 3.1, 
Rule out bacterial infection. Potential source could be her heart valve. Also noted to have acute renal failure 
with BUN of 47 and Creatinine of 2.2 noted. Pt. was transferred to Hospital on 1/8/2021 with dx of aortic 
stenosis, bacteremia, ARF, Dehydration and anemia. Discharged with dx. of sepsis. Pt. expired on 1/18/21 
with dx. of severe sepsis, complete heart block, staphylococcus epidermidis bacteremia. 

No prior vaccinations for 
this event. 

AORTIC STENOSIS 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

within 24 hours after her second injection she developed chills, had a syncopal episode and had, difficulty No prior vaccinations 



breathing. this progressed over the next day when she had a second syncopal episode and her dyspnea and 
confusion worsened EMT was called and she was brought to the hospital. she was in flash pulmonary edema 
and with her history of severe aortic stenosis she was admitted to the cardiac icu. she had no prior history up 
to that time of pulmonary edema and was functioning without distress in her home. she had a history of covid 
in early april, manifesting primarily as severe confusion, from which she recovered. 

for this event. 

AORTITIS 
COVID19 (COVID19 
(MODERNA)) (1201)  

ER admit for CP and Jaw pain, exhaustion, Aortic arteritis normal SED rate found on CT scan hospital admit 
IV medications required Solumedrol and Actemra questionable how much medications received d/t IV's not 
working. Released from care on 2/19 with prednisone . Symptoms still present off and on. 2/21 922pm CP 
Jaw Pain severe EMT's called EKG done reported no heart attack, pain better, EMTs left. 10/15 severe Pain 
collapsed with no pulse and no breathing, EMTs returned unable to obtain a shock-able rhythm time of death 
pronounced. reason for death on certificate Aortitis - hospitalist thinks aortic dissection d/t severe 
inflammation 

No prior vaccinations 
for this event. 

APHASIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient vaccinated on 12/28. Approximately one day later, develops cough and on azithromycin x 1 week. On 
1/3, patient develops left-sided weakness and aphasia. Taken to the hospital, tested COVID+, required 
intubation -- acute hypoxic respiratory failure secondary to COVID - on H&P. Patient died on 1/4/21 at 
7:20am. 

No prior vaccinations 
for this event. 

APHASIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

On the evening of 10JAN2021, patient experienced a low grade fever, decreased oxygen saturation of 38%, No prior vaccinations 



heart rate of 124, confusion. Patient received oxygen via face mask, morphine and ativan. By 11JAN2021, 
patient was no longer verbal, able to eat or communicate and was kept on comfort measure only. On the 
morning of 17JAN2021, the patient passed away. 

for this event. 

APHASIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

On 1/17/2021 patient woke and began her day as usual, was found down by family member 1 hour later 
conscious but unable to speak and unable to move her R side. She was admitted to the hospital - Initial 
NIHSS was 26 and CT imaging showed no acute hemorrhage but mild hypodensity of greater than 1/3 of the 
MCA territory (TPA not recommended). CTA did show distal L M1/M2 occulsion and she was transferred to 
larger facility for thrombectomy. Unfortunately the patient had persistent severe neurological deficits after 
thrombectomy. Was discharged home on hospice care and expired on 1/23/21. 

No prior vaccinations 
for this event. 

APHASIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

"86yo female alert, stable with ankle abrasion eating 100% prior to vaccine in assisted living facility. On 
2/1/2021, received Moderna vaccine. Starting thereafter, eating 50% on 2/2/21. Temperature was 98 
tympanic. On 2/3, the leg abrasion started having moderate bleeding. On 2/4, the caregiver noted patient 
""not looking good, unable to talk, arms moving aimlessly, grasping"". BP 95/41, temperature 98, oxygen on 
room air 92-93%. POA did not want hospital transfer. 2/5 Hospice started, oxygen given, morphine given. 2/5-
2/8 comfort care given, patient responsive to tactile stimuli, resting, not taking oral medications or food. 
2/8/2021 patient expired." 

No prior vaccinations 
for this event. 

APHASIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

death; hemiparesis; respiratory failure; Aphasia; SARS-COV-2 test positive; cough; A spontaneous report was No prior vaccinations 



received from other health care professional concerning a 32- year -female patient who received Modena's 
COVID-19 vaccine (mRNA-1273) and experienced aphasia, cough, death, endotracheal intubation, 
hemiparesis, respiratory failure and SARS-COV-2 tested positive. The patient's medical history was not 
provided. No relevant concomitant medications were reported. On 28-Dec-2020, the patient received their first 
of two planned doses of mRNA-1273 (lot/batch 039k20A) intramuscularly on left arm for prophylaxis of 
COVID-19 infection. Approximately, one day later, patient developed cough and on treatment with 
azithromycin for one week. On 03-jan-2021, she experienced left sided weakness and aphasia and was 
shifted to hospital. Patient was confirmed COVID-19 positive which required intubation for acute hypoxic 
respiratory failure secondary to COVID-19. No laboratory data was provided. Action taken with mRNA-1273 in 
response to the events aphasia, cough, death, endotracheal intubation, hemiparesis, respiratory failure and 
SARS-COV-2 tested positive not applicable. On an unknown date, the outcome of the events aphasia, cough, 
death, endotracheal intubation, hemiparesis, respiratory failure and SARS-COV-2 tested positive was fatal. 
On 04 Jan 2021, the patient passed away due to the unknown cause. Autopsy results were unknown.; 
Reporter's Comments: Very limited information regarding this event has been provided at this time. Based on 
the current available information and the mechanism of action of mRNA-1237 vaccine, the event of COVID-19 
is assessed as unlikely related. The cause of death was not reported. Autopsy results were unknown.; 
Reported Cause(s) of Death: Unknown cause of death 

for this event. 

APHASIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Vaccine was administered at Nursing Facility. Patient is an 89-year-old female with prior medical history of 
CVA with dysphagia, history of possible dementia, GERD, hyperlipidemia, and a pacemaker. She is a 
resident from town. She was sent for hypotension with a blood pressure of 90/52, tachypnea respirations of 
54, possible aspiration pneumonia. Status post Covid vaccine earlier today. History is limited as patient is 
nonverbal on my exam. Death within 24 hours of vaccination 

No prior vaccinations 
for this event. 

APHASIA COVID19 (COVID19 
 



(MODERNA)) (1201) 

Vaccine administered 02/08/2021 , by Thursday 02/11/2021 patient almost nonverbal, by Monday 
02/15/2021 patient went to the hospital with bruising, sores on her stomach and clots reported as 
thrombocytopenia, deceased by Friday 02/19/2021. 

No prior vaccinations for 
this event. 

APHASIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Within 15 minutes of the injection, the individual became aphasia and stroke like symptoms. She was 
taken to the ER where she was later diagnosed with a cerebral hemorrhage and passed away. 

No prior vaccinations for this 
event. 

APHASIA 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Jan 3 vaccine administered, jan 4 started headaches, vomiting, pain in the back of the neck, 
Headaches, chills, loss of speech, 

No prior vaccinations for this event. 

APHASIA 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

she was injected, sh stopped eating and talking, the doctor watched her for 2 days. had her transported to 
the hospital. i was told she had tested positive for COVID 2 times once at the home and once at the 
hospital. with in 2 DAYS at the hospital she wa on a ventilator 2 days later she died. i talked with the rehab 
center and confirmed she tested negative for COVID on Dec 27th 2020 and was given the Vaccine on the 
29th Dec 202 was in the hospital 4 day later, was on a ventilator 4 days after that then died a few day later 
as her heart stopped beating. all the while i had POA and was not contacted by Hospital staff until after 

No prior vaccinations for 
this event. 



they had made the next step. 

APHASIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

My mom received the Covid 19 vaccine on Jan 5, 2021 and became very about a week later. I was 
informed that she tested positive for Covid 19 on January 14th. One January 17th she became very tired 
and weak and would not eat. Hospice called me and told me that she was in a decline state. I saw her on 
January 25 and 26 and she was just sleeping and could not open her eyes. Her vitals were good and she 
seemed to understand when I talked to her - she would squeeze my hand and moan but she could not talk 
or open her eyes. My mom passed away on January 27, 2021 just 22 days after receiving the Covid 19 
vaccine. She was very think to begin with and being to weak and tired to eat resulted in her losing even 
more weight. Some of the other residents were given fluids to help and they recovered. My mom was not 
given fluids. I believe there were 20 deaths in her care home for the month of January when they 
vaccinated. This was an alarming number of deaths for the home. The facility had very few Covid deaths in 
2019 and 2020. I asked every week if they had any Covid and or Covid deaths and this amount was 
shocking to me and the workers there. 

No prior vaccinations for 
this event. 

APHASIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

1/23 - Mild injection site discomfort. Appetite loss compared to previous day. Beginning loss of mental 
acuity compared to previous day. 1/24 - Continued loss of appetite. Near complete loss of ability to move. 
Continued decline of mental acuity. Very little speaking. 1/25 - Stopped speaking completely. Loss of bowel 
control in the evening and continued until death. Complete loss of appetite. 1/26 - Near complete loss of 
ability to swallow. Moved to hospice 4:00pm. 1/27 - Died 4:00am 

No prior vaccinations for 
this event. 



APHASIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

[COVID-19 Vaccine] treatment under Emergency Use Authorization(EUA): He presented 10 days after first 
COVID-19 Vaccine with Progressive neurological deficits with bulbar manifestations - dysarthria, dysphagia 
and bilateral arm weakness and incoordiantion, worse on right. MRI brain was negative for acute stroke and 
MRI cervical, showed degenerative changes. Transferred from community hospital to tertiary center where 
the diagnosis was made of AIDP. He was intubated at that time in Neuro ICU. Given Steroids and IVIG but 
no improvement and was either will need to have Trach and PEG vs CMP and family honored the patient's 
wishes and made him CMO. signs of severe demyelination and AIDP was diagnosed. 

No prior vaccinations for 
this event. 

APNOEA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

All residents had been in isolation due to multiple cases of COVID in the facility. Resident voiced no health 
related complaints. He continued to visit with staff and required moderate assist with toileting. Resident had 
fall 0130 on 1-15-2021, which resulted in laceration with surgical repair. Resident was noted to change in 
mental status and respirations on morning of 1-16-2021 during morning blood sugar check. Resident had 
O2 @1.5l/m via n/c and respirations of 10 with periods of apnea and unresponsive to verbal stimuli. Blood 
sugar was 583. Resident deceased upon re-check after calling PCP to report status change. 

No prior vaccinations for 
this event. 

APNOEA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Client tested positive for COVID-19 by rapid test on 1/8/21. On 1/9/21 at 1405 his oxygen saturation 
dropped to 86% and oxygen was initiated at 2L per nasal cannula. A non-productive cough was noted on 

No prior vaccinations for 



1/10/21 and oxygen was increased to 3L. On 1/12/21 Client became non-responsive with 30 second 
periods of apnea. Dexamethasone was initiated on 1/13/21. Lung sounds were noted with crackles on 
1/15/21 at 1158 and at 2120 Client was unresponsive and without vital signs. Orders were for DNR and 
CPR was not initiated. 

this event. 

APNOEA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

For the two days prior to presentation the patient had been complaining of chest pain, his breathing seemed to 
be labored Monday. He and the family thought the pain was due to shingles as he carried this diagnosis from 
a month ago. Patient had also received the COVID vaccine 2 days prior to presentation and assumed he was 
feeling unwell due to the vaccine. Family wanted to take him to the hospital yesterday and earlier today but he 
refused. She left him in his home earlier this afternoon prior to presentation and returned to check on him 
finding him unresponsive and apneic at which time EMS was activated. #cardiac arrest -- suspect primary 
cardiac given collateral from family at home, consider hypoxemia which was corrected with advanced airway 
and 100% FiO2, patient clinically euvolemic and with soft brown stool in diaper not suggestive of GI 
hemorrhage, attempt to address acidosis with CPR and bicarbonate, not hypoglycemia, on bedside ultrasound 
FAST neg and no pericardial effusion suggestive of tamponade and +lung sliding bil not spontaneous 
pneumothorax Assessment/Diagnosis: -cardiac arrest, cause unspecified 

No prior vaccinations 
for this event. 

APNOEIC ATTACK 
COVID19 (COVID19 
(MODERNA)) (1201)  

Mentation has declined since hospital discharger for fall on 2/6/20201. Patient has also had significant poor 
oral intake. Brought in due to apneic episodes. Abdominal pain - diffuse tenderness (right sided) Elevated 
liver enzymes - likely secondary to dehydration Increased serum creatine kinase - likely due to dehydration 

No prior vaccinations for 
this event. 



APNOEIC ATTACK 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

On 1/17/2021 at 4:35 am resident found apneic and pulseless, at 4:40am death 
confirmed 

No prior vaccinations for this event. 

APPARENT LIFE THREATENING EVENT 
COVID19 (COVID19 (PFIZER-BIONTECH)) 

(1200)  

bowel perforation; pain in her upper abdomen; This is a spontaneous report from a contactable consumer. 
An 86-year-old female patient received the 2nd dose of bnt162b2 (BNT162B2) at single dose on 
13Jan2021 for Covid-19 immunisation, administerd at nursing home/senior living facility Medical history 
included dementia, arthritis. No known allergies. Patient was not pregnant. Patient had not COVID prior 
vaccination. Concomitant medication in 2 weeks included: memantine (manufacturer unknown) 10 mg BID, 
diclofenac (manufacturer unknown) BID, carbidopa, levodopa (manufacturer unknown) 25-100 mg TID, 
quetiapine (manufacturer unknown) 12.5 mg q HS, escitalopram oxalate (LEXAPRO) 10 mg q HS, 
paracetamol (TYLENOL) 650 mg BID, glucosamine (manufacturer unknown) drink. The patient received the 
1st dose of bnt162b2 (BNT162B2) at single dose on 24Dec2020 for Covid-19 immunisation. No other 
vaccine received in 4 weeks. The patient experienced bowel perforation and pain in her upper abdomen on 
18Jan2021 07:30. The events resulted in Emergency room/department or urgent care, Life threatening 
illness (immediate risk of death from the event), and death. On 18Jan2021 07:30 AM, less than a week 
after the second shot, she had pain in her upper abdomen and was taken to the ER on 18Jan2021. CT 
showed a bowel perforation in the small bowel. She had never had bowel surgery or diverticulitis. She had 
been healthy other than her dementia and arthritis. Patient received treatment for the events: hospice and 
pain management. COVID-19 was not tested post vaccination. The cause of death was bowel perforation. 
An autopsy was not performed. Information about lot/batch number has been requested.; Reported 
Cause(s) of Death: bowel perforation 

No prior vaccinations for 
this event. 



APPETITE DISORDER 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient stated he had a migraine after the vaccine. We were advised of a change in appetite on 
Thursday February 4th. Patient died on February 6th. 

No prior vaccinations for this event. 

AREFLEXIA 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

"Patient received 2nd dose of the COVID-19 Pfizer vaccine, was observed in office x 15+ minutes, and 
released home. Pt and his son exited the building and when they got to the car, the pt shouted out ""oh no!"" 
and collapsed to the ground. The patient was unconscious experiencing agonal respirations, and 
unresponsive to painful stimuli. There is an Emergency Room at the same location. Their staff came out and 
helped to transfer the pt to the ED for further evaluation. It was found that the patient had a known Anterior 
communicating artery aneurysm (7/28/2017) that seemed to have ruptured. The patient was stabilized and 
transported to our local hospital and upon arrival, he was effectively comatose with a GCS 3. CT Head 
notated an extensive subarachnoid and intraventricular hemorrhage most probably related to a bleeding 
anterior communicating artery aneurysm. Neuro-Interventional Radiologist dictation reads ""Hunt Hess 5 
Fisher grade 4 extensive subarachnoid hemorrhage with intraventricular hemorrhage and early 
hydrocephalus secondary to rupture of a known anterior communicating artery aneurysm. Initial ICP after 
EVD placement noted to be in the 120s now 68 treatment complicated by aneurysm rerupture after admission 
and increased volume of blood although large volume of hemorrhage was seen on initial scan and no change 
in the patient's clinical exam on her scale was noted due to this rerupture. Patient's exam and prognosis are 
poor giving extensor posturing lack of extraocular movements to doll's maneuver and weak pupillary reflex as 
well as cough and gag. Follows no commands or instructions at this time with no spontaneous movement on 
ventilator set at 12 overbreathing at 14-16 at this time without any sedation."" The family opted to discontinue 
any further treatment to include surgical intervention given the findings. The patient was given comfort care 

No prior vaccinations 
for this event. 



with son and daughter at the bedside. The patient was extubated and expired at 1545h on 2/13/2021." 

ARRHYTHMIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Clients wife reported on 1/18/2021, that her husband died unexpectedly the day after receiving the COVID 19 
vaccine. I called and spoke with her. She stated that the client had started experienced some tightness in his 
chest the evening of 1/11/2021. She stated that it was normal for him to have the tightness in his chest if he 
got stressed. She stated that she found him on the garage floor on 1/12/2021 at 2120. He was taken by 
ambulance to the hospital. She stated that the hospital told her that his COPD had caused him to go into 
arrythmia. 

No prior vaccinations 
for this event. 

ARRHYTHMIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Shortness of Breath, decreased oxygen saturation, irregular heart rhythm, hypertension, Positive 
for COVID, bilateral pneumonia 

No prior vaccinations for this 
event. 

ARRHYTHMIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

The patient fell the day after receiving the Moderna COVID-19 vaccine. She broke her hip in this fall. During 
surgery to correct the broken hip, she went in to sudden and unexpected cardiac arrest. The anesthetist did 
not notice any ST changes or A fib; dysrhythmia was very unexpected. The patient had a DNR. She died at 
13:00 on 02/07/2021. Causes of death are listed as 1. Cardiac Arrest 2. Recent hip fracture with hip 
placement 3. History of Breast Cancer 4. Hypothyroid and 5. Dementia 

No prior vaccinations 
for this event. 

ARRHYTHMIA COVID19 (COVID19 
 



(MODERNA)) (1201) 

Pt was hospitalized Jan 18, 2021 after he had fallen outside overnight and lay there approximately 12 hours 
until he was found. Hypothermic & rhabdomyolis diagnosis. Gradually improved w/ strength & mental status - 
was in swing bed @ hospital. He got his first Covid 19 shot on 2-8-21. Was fine @ 0300 on 2-9-21 and @ 
0430 he was found unresponsive. Dx: probable arrythmia & pronounced dead @ 0454. Noted on pain scale 
@ 2/8/21 @ 21:11, clients pain was a 7/10 They offered pain med & he refused They repositioned & 
distracted him @ 2047 on 2/8/21 Pain had decreased to 3/10 and nothing given. Then @ 0300 check he was 
sleeping and @ 0430 unresponsive. 

No prior vaccinations 
for this event. 

ARRHYTHMIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Cardiac arrhythmia, EMS on site within minutes, outcome of death. No prior vaccinations for this event. 

ARRHYTHMIA COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

Patient noted to have irregular breathing in bed and unable to arouse. Provided life saving measures in 
the field x 30 minutes and transferred to hospital. Noted to have heart arrhythmia which suspected to 
cause cardiac arrest. 

No prior vaccinations for this 
event. 

ARRHYTHMIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Developed heart arrhythmia and was unable to be revived. No prior vaccinations for this event. 

ARRHYTHMIA COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 



"He collapsed due to a cardiac arrest on Friday 15Jan and passed away on 19Jan; He collapsed due to a 
cardiac arrest on Friday 15Jan and passed away on 19Jan; his cardiac arrest was caused by an 
arrhythmia; This is a spontaneous report from contactable pharmacist via Pfizer Sales Representative. A 
45-year-old male patient received first dose of BNT162B2 (PFIZER-BIONTECH COVID-19 VACCINE, lot 
number not reported), via an unspecified route of administration on 11Jan2021 at single dose for covid-19 
immunisation. Patient had a long history of congenital heart issues. He had been stable and closely 
monitored for the past 20 years. He had no history of arrhythmia. The patient's concomitant medications 
were not reported. Patient collapsed due to a cardiac arrest on Friday 15Jan2021 and passed away on 
19Jan2021. The doctors feel that his cardiac arrest was caused by an arrhythmia. Reporter reported this 
through the v safe app. And received a message stating reporter would be contacted by the cdc. After 
patient passed away reporter replied stop to v safe. But still had not been contacted by anyone. This may or 
may not be related. Reporter have no way of knowing. It was not reported if an autopsy was performed. 
Information on the lot/batch number has been requested.; Sender's Comments: The Company cannot 
completely exclude the possible causality between the reported ""collapsed due to a cardiac arrest"", 
""cardiac arrest was caused by an arrhythmia"" and the administration of COVID-19 vaccine, BNT162B2, 
based on the reasonable temporal association. The patient's pre-existing long history of congenital heart 
issues might have provided alternative explanations. The impact of this report on the benefit/risk profile of 
the Pfizer product is evaluated as part of Pfizer procedures for safety evaluation, including the review and 
analysis of aggregate data for adverse events. Any safety concern identified as part of this review, as well 
as any appropriate action in response, will be promptly notified to RA, IEC, as appropriate.; Reported 
Cause(s) of Death: He collapsed due to a cardiac arrest on Friday 15Jan and passed away on 19Jan; his 
cardiac arrest was caused by an arrhythmia; He collapsed due to a cardiac arrest on Friday 15Jan and 
passed away on 19Jan" 

No prior vaccinations for 
this event. 

ARRHYTHMIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



DEATH Narrative: Pt he reports he developed chills SOB body aches the same night as receiving the 
COVID vaccine on 1.26.2021-pt is currently reporting CheSt tightness and SOB Admitted to hosp: ICU 
with Bilateral Pulmonary Emboli, LLE DVT, NSTEMI, Arrhythmia. 

No prior vaccinations for 
this event. 

ARRHYTHMIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Vaccinated 2/20. At that time, had symptoms of incarcerated hernia, went to ED for evaluation. Not felt to 
warrant hospital admission. Returned two days later with agitation, altered mental status, and incarceration. 
Went to OR, uncomplicated hernia repair. Postoperatively, did not recover mental status. Went into 
arrythmias POD 4, hypotension ensued, had multiple interventions and evaluations without satisfying 
answers for clinical course. 

No prior vaccinations for 
this event. 

ARTERIAL DISORDER 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

L hand edema, hematoma which burst and caused bleeding sending pt to the ER for pressure dressing and 
2 stitches. L hand and arm progressively got more edematous and bruised looking (severely 
black/blue/purple) and the hand continued to bleed and swell on 2/6/21. Severe arterial and venous issues 
and apparent blood clots. On 2/7/21 there were also lumps noted on left inner thigh. Pt. stopped eating or 
drinking on 2/8/21 and expired on 2/12/21. 

No prior vaccinations for 
this event. 

ARTERIOGRAM CAROTID 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



on 1/8/2021 17:30 patient taken to ER, cerebellar hemorrhage, stroke, aneurysm No prior vaccinations for this event. 

ARTERIOGRAM CAROTID NORMAL COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

Cardiogenic shock occurred on 2/10/2021, approximately 12 hours after patient received her 12th dose of 
pemetrexed/pembrolizumab and 4 days after COVID vaccine. Coronary angiography was done on 2/10/2021 
and no significant coronary narrowing or blockage were noted. Baseline troponin on 2/10/21 was 0.02 and 
later on 2/10/21, troponins were 9.99 & 25.27. Creatinine increase from 1.2 to 3.4 within 24hours, and 
AST/ALT increased from 23 & 31 to 4,220 & 4,786 respectively on 2/11. Patient expired on 02/11/2021. 

No prior vaccinations 
for this event. 

ARTERIOSCLEROSIS 
COVID19 (COVID19 
(MODERNA)) (1201)  

No reported adverse reactions from 1st or 2nd vaccine doses Patient died on 2/6/2021 at Correctional 
facility- autopsy was performed at medical examiner's office. The COD was artherosclerotic cardiovascular 
disease 

No prior vaccinations for 
this event. 

ARTERIOSCLEROSIS 
COVID19 (COVID19 
(MODERNA)) (1201)  

"Patient called EMS approximately 1pm on 2/15 with complaints of generalized weakness. Upon arrival 
EMS found her to be diaphoretic and she had a witnessed syncopal episode with question of v-fib and 
seizures. She became unresponsive and had no pulse. CPR was begun and she was transported to ED. 
She remained asystole throughout. CPR was initially continued in the ED for approximately 30 minutes and 
then stopped with Time of Death noted at 13:27. ED notes noted ""suspect given history that patient 
experienced massive MI, PE or ruptured AAA"". Death certificate notes indicate ""signficant conditions 
contributing to death after cardiac arrest; ASCVD""." 

No prior vaccinations for 
this event. 



ARTERIOSCLEROSIS 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

As per patient daughter - patient had some minor chills on the day of the vaccination - Friday 1/15/21; felt 
well next day -Saturday, than she was found slumped and lifeless on the couch on Sunday 1/17. Cause of 
death on death certificate was reportedly put as COPD, Lung Ca and ASHD. 

No prior vaccinations for 
this event. 

ARTERIOSCLEROSIS 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt presented to ER with SOB on 01-29-2021. He was admitted to Healthcare with acute CHF exacerbation, 
elevated lactate, anemia and elevated d-dimer. Pt reports getting SOB getting up to go to the bathroom. Pt 
was intubated. He developed pulmonary edema. Pt expired on 02-02-2021 at 10:13 PM. 

No prior vaccinations for 
this event. 

ARTERIOSCLEROSIS CORONARY ARTERY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

As per patient daughter - patient had some minor chills on the day of the vaccination - Friday 1/15/21; felt 
well next day -Saturday, than she was found slumped and lifeless on the couch on Sunday 1/17. Cause of 
death on death certificate was reportedly put as COPD, Lung Ca and ASHD. 

No prior vaccinations for 
this event. 

ARTERIOVENOUS FISTULA ANEURYSM 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Admitted to hospital after vaccination with Acute hypoxemic respiratory failure, Septic shock; No prior vaccinations for this 



Aneurysm of arteriovenous dialysis fistula; expired 1/16/2021 event. 

ARTERITIS CORONARY 
COVID19 (COVID19 
(MODERNA)) (1201)  

ER admit for CP and Jaw pain, exhaustion, Aortic arteritis normal SED rate found on CT scan hospital admit 
IV medications required Solumedrol and Actemra questionable how much medications received d/t IV's not 
working. Released from care on 2/19 with prednisone . Symptoms still present off and on. 2/21 922pm CP 
Jaw Pain severe EMT's called EKG done reported no heart attack, pain better, EMTs left. 10/15 severe Pain 
collapsed with no pulse and no breathing, EMTs returned unable to obtain a shock-able rhythm time of death 
pronounced. reason for death on certificate Aortitis - hospitalist thinks aortic dissection d/t severe 
inflammation 

No prior vaccinations 
for this event. 

ARTHRALGIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient presented to our Emergency Department via EMS in full code status; asystole. Patient expired. Per 
nursing, husband stated patient awoke this AM and reported pain in back between shoulders and in bilateral 
shoulders. Patient then went unresponsive and husband called EMS. 

No prior vaccinations 
for this event. 

ARTHRALGIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Narrative: Patient experienced cardiac arrest with PEA and a witnessed collapse upon arrival to the 
emergency department on 1/24/21. Patient received his first dose of the COVID vaccine on 01/15/2021and felt 
poorly thereafter. He was describing shortness of breath to his wife and requiring 5L of O2 at home to maintain 
saturations in 80s, while he usually was on 3L to maintain saturations in the mid 90s. He had been oriented but 
more fatigued than normal and described bilateral shoulder pain (which was not new for him) as well as 
indigestion. Took Tylenol with some relief. He had decreased PO intake and less appetite. The patient's wife 

No prior vaccinations 
for this event. 



encouraged him to come to the hospital daily for a week prior to admission, but the patient did not want to 
because he felt his side effects were secondary to the vaccine. Symptoms:RespDepression, Palpitations, 
Syncope & cardiac arrest Treatment: EPINEPHRINE 1 MG ONCE 3 rounds given ,CALCIUM CHLORIDE 
1000 MG ONCE 

ARTHRALGIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

"Client came to nursing station about 2pm to report she ""was not feeling well"". Nurses took vital signs, 
then referred her to the vaccination clinic that was onsite. She was observed by vaccination team for a 
period of time. She reported shoulder pain radiating into shoulder blade in arm vaccine was received. 
Vaccination team offered ice pack to her, observed for a period of time, and released back to work. About 
10pm that evening, she sent a text to another coworker that her pain was ""off the charts"" and that she had 
pain covering her whole left side of her body. She did not come to work in the morning and did not contact 
work. Well being check was performed at approximately 9am on 2/2/2021 and she was found dead in her 
home. 911 was immediately called and authorities took over the scene." 

No prior vaccinations for 
this event. 

ARTHRALGIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Same day as vaccination given, developed pain went from arm up to shoulder, to back, to neck to 
head - right side of body; chills/body aches 

No prior vaccinations for this 
event. 

ASCITES 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt. presented to the ER with abd pain and septic shock. Pt. reported to feel ill shortly after No prior vaccinations for this event. 



receiving the vaccine. 

ASCITES 
COVID19 (COVID19 (MODERNA)) 

(1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 
abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of vomiting 
and dry heaving. 

No prior vaccinations for 
this event. 

ASCITES 
COVID19 (COVID19 
(MODERNA)) (1201)  

Death within 30 days: Admit 2/8/21-2/13/21 s/p fall with left hip fracture (repaired), severe debility with 
recurrent falls discharged to SNF. Not doing well postop at the SNF, brought to ED due to failed foley 
insertion with bright red blood upon arrival to ER febrile, hypotensive, tachycardic, severe sepsis. Gran 
negative bacteremia likely from chronic ascites, family decided on comfort care and he expired within hours 
of admission. 

No prior vaccinations for 
this event. 

ASCITES 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient was hospitalized 15 days after receiving vaccine. Admission was not due to vaccine and was 
admitted for acute ascites and patient had reported fever and hypoxia. Patients admission resulted in 
death 7 days after being admitted to hospital. 

No prior vaccinations for 
this event. 

ASPARTATE AMINOTRANSFERASE COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

Narrative: Patient received COVID/Pfizer #1 2/10/21 in L deltoid. (Patient home bound). On 2/12/21 reported 
left flank rash. 2/13 rash spread to entire abdomen/chest and UEs. Continued with fluctuations in BP/HR, 
fluid retention. On 2/16 labs ordered and Medrol dose pack. seen in home on 2/19 by MD - RUE swelling; 
diffuse rash over entire body; additional labs ordered (order to home infusion company). Patient passed in 
AM of 2/20/21. Reported no urine output the prior evening. Additional labs not performed due to death of 
patient prior to lab company arrival. 

No prior vaccinations for 
this event. 

ASPARTATE AMINOTRANSFERASE DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Narrative: See ""Other Relevant History"" in Section 6 above Symptoms: ElevatedLiverEnzymes & 
death, pneumonia, afib Treatment:" 

No prior vaccinations for this 
event. 

ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

"02/08/21--2 days after vaccine--Resident stated that she ""didn't feel good"" (She is developmentally delayed 
and less able to communicate how she feels than those in the community) and stopped eating most foods; 
also had fatigue. Vitals, coloring, & behavior were normal. 02/09/21--Belly was firm and mildly distended 
(although she stated it didn't hurt); she coded this evening and CPR was performed before EMT could 
transport her to the hospital. 02/10/21--Resident passed." 

No prior vaccinations 
for this event. 

ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital by No prior vaccinations 



ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. DNR 
status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

for this event. 

ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

ER visit 1/25/21 patient walked into a prompt care and collapsed, witnessed and pulseless CPR with ROSC 
after 6-7mins, no shock no meds. Awake and speaking upon arrival to ER. 2 plus pitting edema ble ER 
diagnosis Anasarca, cardiac arrest, hypotension, elevated troponin I levels, Acute kidney injury and syncope. 
ER notes reveal a syncopal episode in the shower prior to collapse at prompt care. Central line placed and 
plan to ship to another facility, patient continued to decline despite dopamine and dobutamine expired in ER 
prior to transfer. 

No prior vaccinations 
for this event. 

ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Received vaccine on 2/6/2021. was a bit off all week per caregivers - low grade temp and reporting pain which 
they treated with Tylenol. She was pretty much herself on morning of 2/13/2021 - got up, had shower. 
caregivers noted her extremities were cool and face was red. temp was 97.4. She was placed in wheelchair 
with book in the living room. caregivers noted she was not turning pages of the book as she usually would. 
She was tracking, so they don't think she had a seizure. Caregiver moved her back to bed with blanket and 
noted that her lips were blue and at that point called 911. She was found with agonal breathing, CPR started, 
intubated by EMS, taken to the ER and diagnosed with cardiac arrest upon arrival. CPR was continued until 
family could be reached and decision was made to stop resuscitation. 

No prior vaccinations 
for this event. 

ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of No prior vaccinations for 



abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of vomiting 
and dry heaving. 

this event. 

ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient had gotten up to the bathroom and collapsed in the hallway after using the restroom. Patient was 
unresponsive upon EMS arrival with vomitus coming out of the mouth per the report when they rolled patient 
over onto his side the emesis was pouring out of his mouth. ER course: Examination. Epinephrine 1 mg IO 
x4 CBC, CMP, cardiac panel MDM: 1447 patient arrival, per EMS report patient had been sick and vomiting 
all morning. Bradycardia noted at arrival with rates in the 30s, CPR was initiated patient had received 3 
rounds of epi prior to arrival. 1450 CPR continues via the Lucas device, 1 mg epinephrine given IV push 
1451 CPR pause rhythm check. CPR resumes 1453 CPR paused for rhythm check. No central pulses, CPR 
resumed, glucose of 99 per fingerstick 1454 King tube removed. Oral airway placed respirations by BVM. 1 
mg epinephrine IV push 1455 CPR pause for both pulse and rhythm check. No central pulses noted. CPR 
resumes via Lucas 1456 pupils are fixed and dilated bilaterally 1457 CPR pause for pulse and rhythm 
check. No central pulses noted. CPR resumed via Lucas. 1 mg epinephrine IV push 1459 warm blankets 
applied. CPR pause for pulse and rhythm check. No central pulses noted. CPR resumed 1501 CPR pause 
for pulse and rhythm check. No central pulses. CPR resumes 1502 1 mg epinephrine given IV push 1503 
CPR pause for pulse and rhythm check. No central pulses noted. CPR resumed via the Lucas device 1506 
resuscitation is ceased at this time. Time of death recorded at 1506 

No prior vaccinations for 
this event. 

ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt had witnessed arrest by wife. Pt wife started CPR and called EMS. CPR started at 15:12. Continued by 
EMS. Pt arrived to medical center asystole with CRP in progress and ventilated via igel device. He was in 

No prior vaccinations for 
this event. 



refractory ventricular fibrillation and continued CPR for a total of 1 hour. At that point, we checked a bedside 
ultrasound which showed his heart at a standstill. He was unresponsive to verbal and tactile stimulus and 
had fixed unreactive pupils. He was pronounced at 16:13. 

ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

PATIENT GOT HER FIRST COVID PFIZER VACCINE AT 12/31 IN THE AM. HAD GOTTEN FLU LIKE 
SYMPTOMS AND HAD BEEN SICK FOR A COUPLE OF DAYS. HAD NAUSEA AND VOMITTING 
DURING THIS TIME AS WELL. ON 1/3 THE CARE GIVER WENT TO CHECK ON HER PT AT HER LTC 
FACILITY WHERE SHE LIVES AND SHE WASN'T ACTING RIGHT. SHE WAS UNABLE TO DO A 
STROKE EXAM. PT HAD NO MOVEMNET IN ARMS OR LEGS AND WAS UNABLE TO SPEAK. PT WAS 
VITALLY STABLE AT THE TIME. EMS RECORDED THAT THEY THOUGHT DIAGNOSIS WOULD BE 
STROKE, PNEUMONIA OR SEPSIS. AFTER ARRIVAL AT THE HOSPITIAL DETERMED THAT SHE HAD 
A STORKE, ACUTE KIDNEY INJURY, ABNORMAL LFTS. 

No prior vaccinations for 
this event. 

ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient was vaccinated for SARS-CoV-2 on 6-Jan-21 at his site of employment, a Nursing Home. Patient 
presented to Urgent Care on 15-Jan-21 complaining of left sided chest pain that started the evening before 
with an associated slight cough. Pt was afebrile with a heart rate of 88 and an O2 sat on room air of 98% in 
triage. His EKG showed a sinus tachycardia of 114 with a slightly prolonged QTc of 463 ms. Physical exam 
was significant for bibasilar crackles and X-ray showed bibasilar infiltrates consistent with COVID 
pneumonia but bacterial pneumonia could not be excluded. The patients BP was documented as 97/64. He 
was treated with Zofran for nausea and tylenol. He was prescribed a five day course of Azithromycin, an 

No prior vaccinations for 
this event. 



Albuterol inhaler, guaifenessin with codeine cough syrup, and Zofran. Labs were drawn and he was 
discharged. His lab results were reported after his departure and were significant for a white blood cell count 
of 1.33, platelet count of 73, 2% myelocytes, 1% metamyelocytes, an absolute neutrophil count of 0.75 K/ul, 
a creatinine of 1.83, total bilirubin of 1.3, with direct bilirubin of 0.8, alkaline phosphatase of 294 and AST of 
112 with ALT noted to be within normal limit. His COVID nasopharyngeal swab from the visit was reported 
as negative and a swab performed at his employment on 13-Jan-21 was also reported to be negative. 
Patient could not be reached by phone after discharge from Urgent Care about these labs. On the evening 
of 16-Jan-21, Police Department received a 911 call about an adult at the patient's address who was found 
unresponsive. Upon arrival on scene, the patient was found to be deceased and a decision was made not to 
attempt to resuscitate. The death was deemed to be non-suspicious and the patient's body was transported 
to a funeral home. On 19-Jan-21, I contacted the State Medical Examiner's Office. They have decided to 
perform an autopsy and have recovered the CBC and chemistry specimens obtained for further testing. 

ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient received COVID-19 vaccination on 1/14/2021. On 1/17/2021, patient was transferred to Hospital s/p 
multiple cardiac arrests. Patient was hyperkalemic and in acute renal failure at time of transfer. 
Hyperkalemia was treated, but the patient suffered PEA vs VFib. At the time of transfer, patient was on 
vasopressin, norepinephrine, and epinephrine. The patient had an EF of 40-45% and elevated troponins. 
Patient was made DNR and placed on comfort care. Patient passed away on 1/18/2021. Ultimately we 
suspect that the patients condition was a direct result of his underlying disease states, but wanted to make 
sure reporting was made available. 

No prior vaccinations for 
this event. 

ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



"Narrative: See ""Other Relevant History"" in Section 6 above Other Relevant Hx: 76yo man with a history of 
for C5 tetraplegia 2/2 cervical stenosis leading to neurogenic bowel/bladder (chronic suprapubic catheter) 
and chronic respiratory failure with tracheostomy, severe dysphagia s/p G tube placement and multiple 
aspiration pneumonias, COPD GOLD III, hx MRSA bacteremia (7/2018) and E coli bacteremia (12/2019). 
Patient transferred from Spinal Cord Injury until to ICU on 1/11/2021 due to worsneing dyspnea, hypoxia 
(80s) and tachycardia and was found to have acute hypoxic respiratory failure likely 2/2 multifocal 
pneumonia. CXR findings of ""There is interval increase in patchy airspace infiltrates and consolidation in 
bilateral lungs concerning for pneumonia"" Patient was started on vancomycin and pip/tazo on 1/11 and 
tracheal aspirate cultures were obtained for VAP diagnosis which ultimately grew Serratia liquifaciens and 
Proteus mirabilis. Infectious Diseases was consulted who recommended a switch to ertapenem therapy for 
a total 10 day course for VAP. UCx/BCx remained negative. On 1/20, a therapeutic bronchoscopy was 
completed with cultures growing Stenotrophomonas maltophilia and pan-S Klebsiella pneumoniae. The 
following day a chest tube was inserted and the course of ertapenem completed but vancomycin was 
continued. By 1/22, patient developed shock liver with ALT/AST 2135/1579 from normal range the day prior 
and SCr increased to 1.3 from baseline 0.7/cystatin C of 2.46 up from 1.15. Levofloxacin was added for 
Stenotrophomonas coverage. By 1/25, patient's clinical status continued to decline and Cardiology was 
consulted for new onset Afib with RVR. Discussion was documented with patient's family who requested 
DNR. Patient passed away in the early AM on 1/26. Demise does not appear to be related to COVID-19 
vaccination but occurred in recent timeframe. Symptoms: ElevatedLiverEnzymes & death, pneumonia, afib" 

No prior vaccinations for 
this event. 

ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, 
c/o some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal 
labs (see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP 
that day labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into 

No prior vaccinations for 
this event. 



full cardiac arrest and CPR was started. -Please see HPI above, in addition after intubation the patient 
coded again. More epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and 
targeted temperature management was pursued. He is placed on a lidocaine drip and a right femoral central 
line was placed by myself. At this time, norepinephrine drip was initiated given his continued hypotension. 
Post intubation chest x-ray suggests possible abdominal pathology and once the patient was stabilized 
further, he was sent to the CT scanner where CT head without IV contrast and CT chest, abdomen and 
pelvis with IV contrast was obtained. He did lose pulses once in the radiology suite. This was brief. IV fluids 
were initiated and he received over 2 L of crystalloid therapy. He continued to be hypotensive in the 
emergency department and vasopressin was added. He also had a single dose of Neo-Synephrine and IV 
push fashion to help bring his blood pressure up. CT scan reveals probable bilateral aspiration 
pneumonia/pneumonitis and dilated loops of small bowel without a transition point and pneumatosis 
involving loops in the left upper quadrant. I did try to initiate consult with critical care and possible transfer, 
however he continued to be unstable and coded requiring CPR multiple times. He was given IV bicarbonate 
given his prolonged CPR state and pH. Ultimately, the family decided to make the patient comfort measures 
only given his critical illness. Shortly after making this decision he did pass away in the emergency 
department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for portal venous gas 
which can be seen in the setting of bowel ischemia. Consider CT for further evaluation and/or surgical 
consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild patchy perihilar 
opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: MD CT SCAN 
- CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM 
Impression By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper 
lobes, right middle lobe, in consolidative opacities within bilateral lower lobes which could represent 
aspiration, and/or multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small 
bowel without a transition point and mucosal hyperenhancement involving the colon with areas of 



pneumatosis involving loops of small bowel within the left upper quadrant and portal venous air consistent 
with hypoperfusion complex. There is a small caliber appearance of the aorta and a flattened appearance of 
the IVC is well. 4. Intravascular air within the IVC and bilateral iliac veins could be secondary to right femoral 
central lying injection. 5. Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement 
of the medullary pyramids which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib 
fractures on the right at ribs 2 through 

ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Death on 1/31/2021 multiple comorbidities No prior vaccinations for this event. 

ASPARTATE AMINOTRANSFERASE INCREASED COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

Sent to ER 1/14/2021 due to drop in blood pressure with LOC during dialysis. Imaging revealed right lower 
lobe pneumonia given script for amoxicillin. According to staff patient was on dialysis had pneumonia and 
was on hospice, dialysis stopped resulting in death. 

No prior vaccinations for 
this event. 

ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Cardiogenic shock occurred on 2/10/2021, approximately 12 hours after patient received her 12th dose of 
pemetrexed/pembrolizumab and 4 days after COVID vaccine. Coronary angiography was done on 
2/10/2021 and no significant coronary narrowing or blockage were noted. Baseline troponin on 2/10/21 was 
0.02 and later on 2/10/21, troponins were 9.99 & 25.27. Creatinine increase from 1.2 to 3.4 within 24hours, 
and AST/ALT increased from 23 & 31 to 4,220 & 4,786 respectively on 2/11. Patient expired on 02/11/2021. 

No prior vaccinations for 
this event. 



ASPARTATE AMINOTRANSFERASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/24/21 Patient Died. 02/23/21. Patient came to ED for weakness/falls. Patient had fallen on 02/21 and 
02/23. UA was done in LTC, and he was started on ciprofloxacin 02/22/21. Treatment was to put patient on 
comfort cares (morphine + lorazepam) 

No prior vaccinations for 
this event. 

ASPARTATE AMINOTRANSFERASE NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient has end stage renal disease and rapidly worsening dementia, family could no longer care for him at 
home, and he was admitted for 14-day quarantine prior to admission to inpatient hospice. Received vaccine 
on 1/12 without apparent adverse reactions. Patient started refusing oral intake on 1/16, and CMP on 1/17 
showed hypernatremia 165 (new issue). His BUN 138 CREAT 6.93 K 5.2 were his baseline. He was found to 
be deceased on 1/18 at 11:18 pm. 

No prior vaccinations 
for this event. 

ASPIRATION 
COVID19 (COVID19 
(MODERNA)) (1201)  

started having generalized weakness on 1/21/21, fatigued., nausea/vomiting. went to doctor on 1/25/21 with 
complaint of sore throat, cough, and felt congested. Went to ER on 1/25/21 with complaints of increased 
shortness of breath, worsening nausea and vomiting. started on oxygen for sats of 87%. admitted on 1/25/21. 
On 1/26/21 needed intubated, CXR showed worsening consolidative change right lung at right hilar level. 
Echocardiogram showed ejection fraction 35-40%, left atrium is moderately dilated. 

No prior vaccinations 
for this event. 

ASPIRATION 
COVID19 (COVID19 
(MODERNA)) (1201)  



Feb 8 states she had a cold. Feb 9 added stomach ache and nausea. Feb 9 visited urgent care facility for 
exam and Covid-19 test. Rapid test results were negative. Appeared tired but fine. Told to go home and rest. 
Feb 10 at 9:00 am found dead on the floor in pool of blood and aspirated. Excessive blood in toilet, pooled on 
floor and hallway rug. 

No prior vaccinations 
for this event. 

ASPIRATION 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt received second Moderna COVID-19 vaccination administered in left arm at her assisted living facility by 
Pharmacist at 1153 on 2/19/2021. Pt was monitored for vaccine reaction with no known adverse reaction. 
Approximately 18 hours post-vaccine, she was found deceased in her sleep at 0540 on 2/20/21. Per 
circumstances/pt history, it is presumed that the patient aspirated while sleeping, perhaps secondary to a 
seizure. Coroner was notified and declined as coroner's case. VAERS notification being made due to pt death 
within 24 hours of receiving a vaccine. 

No prior vaccinations 
for this event. 

ASPIRATION 
COVID19 (COVID19 
(MODERNA)) (1201)  

Massive ischemic stroke with aspiration, unable to arouse on the morning of 1/21/2021 and 
placed on Hospice with death 1/24/2021 

No prior vaccinations for this event. 

ASPIRATION 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Death occurred 3 days after vaccine receipt; attributed to complications of her chronic advanced 
dementia with aspiration at age 87. No evidence of acute vaccine reaction. 

No prior vaccinations for this 
event. 

ASPIRATION COVID19 (COVID19 (PFIZER-
 



BIONTECH)) (1200) 

My father was in weak condition to begin with. He didn't get out of bed for the next few days after receiving 
the vaccine. The little amount that he ate was consumed in bed. He began aspirating his food which lead to 
pneumonia. He wasn't strong enough to fight off the pneumonia even with antibiotics. He died on 1/23/21. 
While he might have passed soon in any case, I believe that the vaccine may possibly have increased his 
weakness/exhaustion thereby hastening his demise. 

No prior vaccinations for 
this event. 

ASPIRATION 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Was contacted by the person's daughter on 2/5/21. Patient started vomiting 2 days after vaccination. 
She aspirated and passed away 1/16/21. Patient had history of stroke and swallowing problems. 

No prior vaccinations for this 
event. 

ASPIRATION 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Patient was coded and expired Code Blue: Patient was in dialysis, after 30 minutes his sbp dropped to 60s 
he was given 4 albumin. Patient who was responsive before that became unresponsive, had seizure like 
activity, lost pulse and spontaneous breathing. HD stopped. Code called. Cpr started. A few minutes into cpr 
patient started to profusely bleed - gi bleed and ventilation became very hard., intubation was very difficult 
and ventilation hard as we suctioned large amounts of aspirated blood. Patient was eventually intubated. 
More than 8 doses of epi ws given, sodium bicarbonate * 2 given with continuous cpr. It was mostly PEA with 
one shockable rhythym. And shock delivered for vfib. patient continued to profusely bleed, og insertion was 
not successful and effective ventilation was very tough due to massive aspiration,. Possible variceal rupture 
with cpr from his cirrhosis is likely scenario. After 30 minutes of unsuccessful ventilation and acls protocol. 
Code was stopped. 

No prior vaccinations 
for this event. 



ASPIRATION 
COVID19 (COVID19 
(UNKNOWN)) (1202)  

Patient was admitted to hospital from home in cardiac arrest. Hx of hypertension, hyperlipidemia, type 2 
diabetes (not on insulin) and bilateral carotid artery stenosis. The patient was reportedly at his baseline health 
on 2/2/21. He received the 2nd dose of COVID vaccine around 1000AM on 2/2/21. Reportedly started running 
fever of 100.1 and chills the afternoon of 2/2/21. Around 7:00PM he started having dry cough and was 
complaining of breathing difficulties. He subsequently vomited multiple times (was eating pizza and aspirated) 
then lost consciousness. His wife called 911, did CPR and EMS reported he in PEA at scene and was 
intubated. Transported to hospital. SARS CoV-2 and influenza negative. 

No prior vaccinations 
for this event. 

ASPIRATION PLEURAL CAVITY 
COVID19 (COVID19 
(MODERNA)) (1201)  

1/31/2021 12:50 Nursing Note Note Text: Res had low BP, low O2 sats, 30 breaths per minute, eyes open 
wide, making confused utterances. Started supplemental oxygen via NC, 2L, then 3L. Sats went up to 93% 
for a while, Sprvsr called. Unable to auscultate Left lung sounds. Called to update Res daughter. Called to 
page NP, writer went back to assess Res and O2 sats were 88%, turned O2 to 4LPM, called 911 for transport 
to Hospital ED. Left around 1030. NP called back afterwards, was updated. Family updated that Res was sent 
to Hospital ED. Note Text: Received phone call from daughter as well as information from hospital. Resident 
has pneumonia with septic shock. She is on abx and had thoracentesis performed for large pleural effusion. 
[linked] 

No prior vaccinations 
for this event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Weakness, Low O2, death. Positive for COVID on 1/12/21, dies on 1/16/21 No prior vaccinations for this event. 



ASTHENIA COVID19 (COVID19 (MODERNA)) (1201) 
 

Presented to Urgent Care for weakness and confusion, transferred to ED, patient had a cardiac 
arrest and was unable to be resuscitated 

No prior vaccinations for this 
event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Resident was noted to have increase weakness on 1/15/2021. Resident was warm to touch with low grade 
fever of 99.3 F. Resident was up propelling self in w/c on 1/16/2021 he was pleasant, accepted medications 
and ate lunch. He was found slumped over in his w/c not responding and vital signs absent. 

No prior vaccinations 
for this event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Resident has increase weakness and lethargy with abnormal labs. He was transferred to the ER. He 
was admitted to the hospital and treated for worsening AKI and hypotension. 

No prior vaccinations for this 
event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt developed COVID-19 infection, symptoms starting 7 days after first dose was given. Patient was admitted 
to hospital on 1/21 after falling (secondary to weakness) and striking head on toilet. Patient expired due to 
respiratory complications of COVID on 1/25. 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

"Pt. woke up the next morning after vaccination and ""didn't feel well"", described by wife as fatigue, no No prior vaccinations 



energy. At approximately 2 PM, he vomited. His wife checked on him at 4:20 PM and he wasn't breathing 
sitting in his chair. EMS squad was called but when they arrived he was asystole and mottling present. Did 
not start CPR since he was already gone too long. Pronounced by coroner on scene." 

for this event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient presented to Vaccine clinic 1/12/21 to receive COVID vaccination. Patient denied any ill feeling, no 
fever, cleared for vaccination. Is chronically SOB due to COPD, but patient reported no different than usual. 
Presented to the ED the next day c/o SOB and weakness for the last week. Patients condition ultimately 
declined over the next few days and died 01/21/21 from pneumonia (not COVID). Patient did admit she lied 
about her symptoms on the day of vaccination to get the shot. 

No prior vaccinations 
for this event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Resident expired on january 21, 2021 No prior vaccinations for this event. 

ASTHENIA COVID19 (COVID19 (MODERNA)) (1201) 
 

weakness and fallsNarrative: 95 yo male w/ a PMH significant for Afib, legal blindness, Hx of CVA, cognitive 
impairment, GERD, HTN, pseudogout, BPH, chronic knee infection, and DJD who received his first dose of 
the Moderna COVID-19 vaccine on 01/08/21. The pt's COVID-19 screening questionnaire prior to receiving 
the vaccine was negative. The pt presented to the ED on 01/13/21 for weakness and m PCR test on ultiple 
recent falls (since receiving his first dose of the COVID-19 vaccine). The pt's COVID-19 01/13/20 was positive 
and he was admitted. He was started on treatment with remdesivir + dexamethasone on 1/14. The pt initially 
required supplemental oxygen via low-flow NC, however his oxygen requirements increased to 100% NRB. 
On 01/16/21 his MPOA elected for hospice care. The pt passed on 01/17/21. Unclear if the COVID-19 
vaccine attributed to the patient's hospitalization and eventual death, or whether these events occurred from 

No prior vaccinations 
for this event. 



COVID-19 itself, however this case is being reported the FDA since this vaccine is under an emergency use 
authorization (EUA). 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt. was admitted to hospital on 1/6/21 with fatigue, weakness. Pt. was Covid positive in November of 2020. 
Impression upon admission was fatigue may be due to her aortic stenosis and some hypertensive issues with 
blood pressure changes. She was anemic. WBC was elevated to 19.2, HBG 10.5, NA-131, K+ - 3.1, Rule out 
bacterial infection. Potential source could be her heart valve. Also noted to have acute renal failure with BUN 
of 47 and Creatinine of 2.2 noted. Pt. was transferred to Hospital on 1/8/2021 with dx of aortic stenosis, 
bacteremia, ARF, Dehydration and anemia. Discharged with dx. of sepsis. Pt. expired on 1/18/21 with dx. of 
severe sepsis, complete heart block, staphylococcus epidermidis bacteremia. 

No prior vaccinations 
for this event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

started having generalized weakness on 1/21/21, fatigued., nausea/vomiting. went to doctor on 1/25/21 with 
complaint of sore throat, cough, and felt congested. Went to ER on 1/25/21 with complaints of increased 
shortness of breath, worsening nausea and vomiting. started on oxygen for sats of 87%. admitted on 1/25/21. 
On 1/26/21 needed intubated, CXR showed worsening consolidative change right lung at right hilar level. 
Echocardiogram showed ejection fraction 35-40%, left atrium is moderately dilated. 

No prior vaccinations 
for this event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Congestion, Hypoxia, SOB, Tachycardia, Weakness. Started on O2 @ 3L, HOB elevated, 
Tylenol supp 

No prior vaccinations for this event. 



ASTHENIA 
COVID19 (COVID19 (MODERNA)) 

(1201)  

Per granddaughter's report, pt became very weak within hours of receiving the first dose of the Moderna 
COVID-19 vaccine and could not get out of bed the next morning without assistance, reported difficulty 
seeing, and did not recognize some family members. By Sunday, 1/31, pt was unable to be awakened, would 
not eat, and had low urinary output. Granddaughter reports that the morning of 2/1 he was awake and ate a 
small amount and seemed to be improving although still weak and unable to get out of bed. Granddaughter 
reported he died 2/1 around 10am in the morning. 

No prior vaccinations 
for this event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

"This is a 73 year old female that received her 1st dose with Moderna vaccine on 1/8/21 at approximately 
1600. Within one hour, the patient developed altered mental status and increasing weakness. She was 
transported to the hospital by the staff at her Assisted Living Facility for concern of a vaccine reaction. On 
admission, oxygen saturation was found to be 89% on room air, BP=137/86, HR=94. Labs were normal, with 
the exception of WBC=15 (leukocytes normal, chest xray clear, COVID test negative), and a detectable 
troponin=63. Head CT negative. Physical exam was only notable for 'slight superficial erythema over distal 
right forearm and dorsal hand. No significant edema.' The patient was treated for a possible allergic reaction 
to vaccine with NS bolus, methylprednisolone 125mg, famotidine 20mg, and aspirin 300mg PR. She was 
admitted for monitoring given continued altered mental status/weakness. The next day, she continued to show 
no improvement, so a head MRI was ordered. MRI showed "" 1. Numerous acute cerebral and cerebellar 
infarcts involving both anterior and posterior circulations consistent with a central embolic source. 2. Minimal 
right parietal petechial hemorrhage. 3. Moderate atrophy and moderate nonspecific white matter signal 
abnormalities compatible with chronic microvascular ischemia "" Neurology was consulted, who approved the 
start of aspirin and to continue DVT prophylaxis. The patient's advanced dementia and timeline preclude other 
intervention. The patient's status was DNR/DNI. The patient was discharged on hospice to her assisted living 

No prior vaccinations 
for this event. 



facility on 1/11/21 (with reports of continued somnolence). It was reported that date of death was 1/24/21." 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Resident received the vaccine on 1-22-21 and she was diagnosed with COVID-19 during routine testing on 
1-28-21. She didn't have any symptoms except feeling weak and she had a decrease in her appetite. She 
already had a poor appetite prior. She died on 2-2-21. 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Within a few days, my mother started reporting profound fatigue and shortness of breath while conducting 
routine household activities. She no longer had to energy for her daily exercise walks and became 
increasingly lethargic. She died in her sleep while taking an afternoon nap on Thursday, February 4th. I am 
highly concerned this could be a vaccine related. 

No prior vaccinations 
for this event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

1-2 days after vaccine, pt developed weakness, fatigue, body aches, nausea, headache and poor 
appetite. Pt was admitted to the hospital on 2/5/21 and death occured on 2/6/21 

No prior vaccinations for this 
event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

DIED WITHIN 5 DAYS OF RECEIEVING THE 2ND DOSE, EXPERIENCED GENERALIZED 
WEAKNESS. 

No prior vaccinations for this event. 



ASTHENIA 
COVID19 (COVID19 (MODERNA)) 

(1201)  

patient tested positive for covid on 1/29/21. was hospitalized on 2/8/21 for shortness of breath, 
generalized weakness, nausea. 

No prior vaccinations for this 
event. 

ASTHENIA 
COVID19 (COVID19 (MODERNA)) 

(1201)  

Nausea, vomiting and generalized weakness. No prior vaccinations for this event. 

ASTHENIA COVID19 (COVID19 (MODERNA)) (1201) 
 

I video chatted with her Thursday after receiving the vaccine. My mom was in poor health but she was talking 
in complete sentences and responded appropriately. She was upright in bed and made eye contact. She 
smiled and denied pain. By Sunday, she was extremely weak and unable to sip water with a straw. Her health 
had changed dramatically and rapidly. She moaned in pain and was very fatigued. Her condition continued to 
deteriorate over the week and she stopped talking and was constantly sleeping. They started antibiotics for 
the oozing cancer lesion and then morphine for pain and end of life care. She passed away on January 22nd 
which was 15 days post vaccination. 

No prior vaccinations 
for this event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt presents to ER with increased weakness, hypoxia, history of COPD, but not oxygen dependent., 
hypotension. Acute Kidney failure noted in labs, not previously diagnosed , new hyperkalemia. BP 73/39, HR 
67. dopamine initiated, and switched to Levophed. Oxygen Sat 86%, requiring 10 L O2. Transferred from this 
critical access hospital to another Hospital. Expires later 2-13-2021 

No prior vaccinations 
for this event. 



ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

On monitoring for declining in condition, loss of appetite and generalized body weakness 
on2/1/2021. Was confirmed COVID-19 positive 4/23/2020. 

No prior vaccinations for this 
event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

"Patient called EMS approximately 1pm on 2/15 with complaints of generalized weakness. Upon arrival EMS 
found her to be diaphoretic and she had a witnessed syncopal episode with question of v-fib and seizures. 
She became unresponsive and had no pulse. CPR was begun and she was transported to ED. She remained 
asystole throughout. CPR was initially continued in the ED for approximately 30 minutes and then stopped 
with Time of Death noted at 13:27. ED notes noted ""suspect given history that patient experienced massive 
MI, PE or ruptured AAA"". Death certificate notes indicate ""signficant conditions contributing to death after 
cardiac arrest; ASCVD""." 

No prior vaccinations 
for this event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient reported feeling weak, fatigue, fever (102), and loss of appetite. Patient subsequently went to the ER 
2/6/2021 and tested positive for COVID-19 on 2/7/21 (collection date). See following discharge summary from 
ED: 82 y.o. female who initially presented to the ED with complaint of generalized weakness, fatigue, fever, 
and loss of appetite x at least 4 days since receiving Covid 19 vaccine. Her workup in the emergency room 
was significant for hypoxia with 02 saturation 88% on 2LPM (home nocturnal 02 requirement) with 
improvement to mid-90s on 4LPM. Blood sugar was 47, Cr 1.61. CXR showed extensive R lung and 
moderate left lung opacities. She was started on empiric ceftriaxone and azithromycin and admitted to the 
hospitalist service for further workup and mgmt. During her stay in the hospital, pt did test positive for Covid 
19. She developed rapidly progressive respiratory failure, felt to be secondary to ARDS. There was also 

No prior vaccinations 
for this event. 



question of contributing pulmonary edema, however this was refractory to lasix and thus ARDS was felt to be 
the most significant factor. She had requested DNR/DNI status, thus as her 02 requirement escalated she 
was transitioned to 15LPM NRB and then to BiPAP support. Unfortunately, she continued to suffer greatly 
with the BiPAP in place, and therefore made the decision to transition herself to comfort measures only after 
visitation from her family. Her other medical issues were supported as appropriate during her stay, with 
dextrose infusion for hypoglycemia and AKI, also hyponatremia felt to be due to IVVF. Unfortunately, am 
unable to find any documentation regarding how pt was feeling when she received the vaccine compared to 
her baseline state of health. thus am unable to say whether the severity of her illness represents vaccine¡ 
enhanced disease or the much more common cytokine release syndrome leading to ARDS. Regardless, she 
developed ARDS as result of her Covid 19 illness. Time of death: 1408 on 2/9/21. Cause of death: ARDS due 
to Covid 19 pneumonia. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

On January 1, 2021, patient was admitted to Medical Center with COVID. Tested positive on January 2, 2021. 
Spent 10 days in hospital. Once recovered from pneumonia and fever gone, on January 10, 2021, she was 
transferred to Rehabilitation Center for continued treatment. She spent 16 days there. She developed UTI 
and CDIF infections and was on/off oxygen. She started physical therapy. She was scheduled to be released 
to go home on January 27, 2021. On January 26, 2021, the day before going home, Rehabilitation Center 
gave her the Moderna vaccine. On January 27, the day she went home, she started feeling very weak and 
couldn't walk. My dad tried lifting her and they both fell to the ground. My dad called 911 and she was taken to 
Medical Center, with high fever and possible stroke symptoms (which later was negative). Two days later, she 
had difficulty breathing and was put on a ventilator. She was on a ventilator for about three days. They took it 
off and she slowly started recovering. The doctors did all kinds of tests (blood clot in lung, heart, etc.) and all 
was negative. The only thing they could trace it to was an adverse reaction to the vaccine. After spending 11 
days at hospital and treating her for various infections, her heart stopped and she passed away suddenly. 

No prior vaccinations 
for this event. 



ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Day after second dose decedent had fever and tremors, subsided on day three (less than 72 hours) 
after dose with exterem wekness followed by death less than 72 hours after second dose 

No prior vaccinations for this 
event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

2-24-21 patient with development of cough, fatigue, increasing on chronic disability worsening debility and 
falls. scheduled for office visit 2-25.21 0900 call from spouse 0210 am patient was not breathing and lvad 
alarming low flow alarm on arrival of ems confirm asystolic not breathing and dead 

No prior vaccinations 
for this event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

92 yo female who received her first dose of Moderna vaccine on 1/11/2021 with no known adverse effects. 
Admitted to the hospital on 1/17/21 with a spine compression fracture. Discharged and readmitted on 1/19 /21 
with nausea and vomiting. Found to have new atrial flutter and elevated troponin attributed to NSTEMI. 
Discharge on Aspirin and Plavix. No cath. Second dose of Moderna vaccine 2/25/21. No immediate reaction. 
One hour later began to feel progressively weak. EMS called shortly after getting home. Intubated in the field. 
Died at 0658 on 2/26/21 s/p PEA arrest without ROSC. 

No prior vaccinations 
for this event. 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Beginning in the evening 2/19/21, fever/chills/fatigue; worsening of symptoms 2/20/21 with lethargy/lack of 
appetite/weakness; unable to arouse on 2/21/21 then breathing stopped, patient's spouse called 911 
performed CPR, EMS continued for 15 min then while in ambulance to hospital where he was pronounced 

No prior vaccinations 
for this event. 



dead. Official time of death 2:20pm 

ASTHENIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Death within 30 days: Admit 2/8/21-2/13/21 s/p fall with left hip fracture (repaired), severe debility with 
recurrent falls discharged to SNF. Not doing well postop at the SNF, brought to ED due to failed foley 
insertion with bright red blood upon arrival to ER febrile, hypotensive, tachycardic, severe sepsis. Gran 
negative bacteremia likely from chronic ascites, family decided on comfort care and he expired within hours 
of admission. 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Resident received 1st dose on 1/4/2021. On 1/6/2021 resident having SOB, increased weakness with O2 
sats at 91% RA. On 8th resident sustained a fall, O2 sats 88-92, dizzy, weakness. Rapid COVID test 
performed with negative results. Evening of 8th resident was lethargic and diaphoretic with fever of 99.9. 
Resident transferred to ER, on 5lt of oxygen. Resident returned from the ER on 1/9/2021 with new 
diagnosis of Leukemia and orders for hospice. Continued with fever, crackles and N/V and loss of appetite 
from the 9th and 10th of January. Resident expired at 820am on 1/11/2021. 

Influenza Virus Vaccines - 
Unknown date/type or 
brand 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

increase weakness and fatigue, weakness in extremities, incontinent, jerky arm movements, within first 24 
hours, continue to decline sent to hospital returned weaker, within 24 hrs hours BP dropped, low pulse 

No prior vaccinations for 
this event. 



oximeter reading, diaphoretic, lung sounds diminished, loss consciousness and passed away. 01-12-2021 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

12/28/2020: generalized weakness and fell twice at home, cough, nausea,1/04/2021: cough, nausea, fever 
and chronic pain when she fell from being weak. admitted to hospital with Covid pneumonia, shortness of 
breath, covid postive, 1/09/2021: pt on bipap, 1/15/2021: pt was intubated, on TPN, pt DNR, 1/18/2021: was 
extubated and put on comfort measures and passed away 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Admitted 1/14/21: Patient is an elderly 93-year-old female with multiple medical problems including chronic 
combined CHF, P 80, diabetes mellitus, HTN, hyperlipidemia, CKD stage 3, has been complaining of 
generalized weakness, fatigue, decreased appetite for the past few days. She had an outpatient COVID-19 
vaccine earlier today. Within 2 hr of admitting the patient to the hospital, condition clinically deteriorated. 
Patient elected to be DNR/DNI while in the ED. Patient was pronounced dead at 10:30 p.m. earlier today. 
Preliminary cause of death: Hypoglycemia induced lactic acidosis. 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

presented to ED 1/9/21 with abdominal pain, progressive worsening weakness and fatigue and new onset 
A fib with RVR likely due to hypertensive urgency . Patient progressed clinically with severe hypoxia and 
transferred to ICU and started on BiPAP; progressive decline with decreased urinary output with uremia 

No prior vaccinations for 
this event. 



likely secondary to sepsis. Concern with patient worsening clinical decline, palliative care had been 
consulted on end of life care. Patient expired 1/17/21 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient stated he wasn't feeling well on January 25, 2021, wasn't eating and complained of abdominal pain. 
Patient noted to have indigestion and was constipated. Meds provided and labs ordered. On morning of 
January 26, 2021, patient became weak, lethargic and hypoxic and was sent to emergency department 
around 0700 hours on January 26, 2021. At approximately 1100 hours, emergency physician notified this 
writer that patient was not going to overcome his illness and would be placed on comfort care. At 
approximately 1130 hours, this writer was notified that patient had passed away from multi-organ failure. 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

On 1/9/21-Diaphoresis, O2 90%, respirations 22, increased weakness, wheezing bilaterally. Send to 
ER for evaluation and treatment. She was sent to ER, where she was admitted for 2 days, then expired 
there on 1/11/21 

No prior vaccinations for this 
event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Heart stopped; Could not swallow; This is a spontaneous report from a contactable nurse (patient's wife). 
An 85-year-old male patient received the first dose of the bnt162b2 (PFIZER-BIONTECH COVID-19 MRNA 
VACCINE), via an unspecified route of administration on 21Jan2021 at a single dose for COVID-19 

No prior vaccinations for 
this event. 



immunization. Medical history included blood pressure abnormal (verbatim: blood pressure) from an 
unknown date and unknown if ongoing, neuropathy from an unknown date and unknown if ongoing, weight 
issue from an unknown date and unknown if ongoing, diabetes from an unknown date and unknown if 
ongoing, walker user from an unknown date and unknown if ongoing. Concomitant medications included 
insulin aspart (NOVOLOG) taken for diabetes from an unspecified date to an unspecified date; and he was 
taking a long acting one as well. The patient previously received the influenza vaccine (MANUFACTURER 
UNKNOWN) for immunization on unknown dates (""had flu shots before with no reactions and everything, 
nothing before""). On 24Jan2021, the patient's heart stopped (death, medically significant), and could not 
swallow (medically significant). The clinical course was reported as follows: The patient's wife stated the 
patient was taking insulin aspart (NOVOLOG) and he was taking a long acting one as well. The reporter, the 
patient's wife and a retired registered nurse (RN) stated, her husband (patient) just died and she thought he 
died from the COVID vaccine (later clarified the reason of death was-heart stopped). The patient had the 
vaccine on 21Jan2021, which was on a Thursday, and he was fine. On the following Sunday around 1:30 
(on 24Jan2021), the patient was feeling a little weak, however, the patient's wife thought maybe his blood 
sugar was low. The patient's wife checked, and the patient's blood sugar was 91. The patient's wife went to 
get some yogurt to feed him in order to get his blood sugar up a little; ""which was a normal thing for him, it 
was not that low for him."" Then, suddenly, the patient fell, and the patient's wife could not get a pulse or 
anything. The patient's wife called an unspecified number and she started compressions; however, he was 
dead. The patient's wife stated the patient just had his heart test, a three hour long one, and it was ""perfect 
three weeks ago."" The patient had just gone to the doctor the other day and his blood pressure was ""fine 
and everything."" The patient's wife stated that other than his diabetes, ""which he had for (sentence 
incomplete)."" Regarding lab tests, the patient's wife stated, ""No, he had it before but not in the last two 
weeks. He was going for one because we just went to the doctor last week and he was going to call 
yesterday to make the appointment request to get his blood work done. Blood work has been good except 
his A1C was always high, but other than that everything was good"" (as reported). Regarding causality, the 
patient's wife stated, ""I do, because he was fine until about half an hour before he died. He said to me, I 
feel a little weak today and then I was talking to him that your upper body strength is really good and then I 
said, we just have to work on your weight a little more because he did have neuropathy. And then, I went 



out of the room and all of a sudden I just heard him fall and that is when I just went in to check his blood 
sugar and it was 91 and I got him yogurt and he started eating that and then that was it, he started spitting it 
out and he said, I could not swallow and that was it, he just died."" The patient's wife further added, ""I just 
wanted other people to know that things like this happen and I am sure it was from that because he was 
healthy as could be. He was walking with his walker, the day before outside and he felt fine."" The clinical 
outcome of the event, heart stopped, was fatal. The clinical outcome of the event, could not swallow, was 
unknown. The patient died on 24Jan2021 due to ""heart stopped."" An autopsy was not performed. The 
batch/lot numbers for the vaccine, PFIZER-BIONTECH COVID-19 MRNA VACCINE, were not provided and 
will be requested during follow up.; Reported Cause(s) of Death: Heart stopped" 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Resident was hospitalized for confusion, and hypotension and increased weakness; resident 
proceeded to have a NSTEMI and died on 5th day in hospital on 1/31/2021. 

No prior vaccinations for this 
event. 

ASTHENIA 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

patient received vaccine on Jan 23, 2021. developed weakness on Jan 25, 2021. Sent to ED on Jan 27, 
2021 with hypoxia requiring 6 L O2, low Bp, declining mental status. Per family request transitioned to 
hospice and passed away on Jan 30, 2021 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

According to medical report, Pt presented to the ED on 1/14/21 w/ cc of SOB for 1 day. She received her No prior vaccinations for 



COVID-19 vaccine on 1/9/21. Pt stated that she developed a dry hacking cough 2 days prior to the vaccine 
on 1/7/21. Over the last few days prior to admission, she developed generalized weakness, SOB, loss of 
sense of taste and smell w/ associated decreased appetite and nausea ultimately SOB in the24 hours prior 
to admission. Final Diagnosis- acute hypoxic respiratory failure secondary to COVID-19 pneumonia. Pt 
died on 2/3/21. See Medical report for more information. 

this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

My father was in weak condition to begin with. He didn't get out of bed for the next few days after receiving 
the vaccine. The little amount that he ate was consumed in bed. He began aspirating his food which lead to 
pneumonia. He wasn't strong enough to fight off the pneumonia even with antibiotics. He died on 1/23/21. 
While he might have passed soon in any case, I believe that the vaccine may possibly have increased his 
weakness/exhaustion thereby hastening his demise. 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Called PCP, from the note: I got my shot on Jan 19. But last Friday I have been down with a horrible flu. I'm 
wearing diapers because of uncontrollable diarrhea. I can't leave my sofa to walk over to my desk because 
I'll be so out of breath. I have a cough that produces a pink or gold Phelm I have dry mouth. I have no 
appetite I'm so weak and have lost 15 pounds. Don't know what to do. My next Covid is shot is feb 11 
Called employer on 2/3/21 but hung up. Tried calling multiple times to follow up. In triage she stated she 
had a COVID test scheduled and had spoken with her PCP. COVID test through PCP: 2/4/21 She passed 
away the night of 2/4/21 

No prior vaccinations for 
this event. 



ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

My mom received the Covid 19 vaccine on Jan 5, 2021 and became very about a week later. I was 
informed that she tested positive for Covid 19 on January 14th. One January 17th she became very tired 
and weak and would not eat. Hospice called me and told me that she was in a decline state. I saw her on 
January 25 and 26 and she was just sleeping and could not open her eyes. Her vitals were good and she 
seemed to understand when I talked to her - she would squeeze my hand and moan but she could not talk 
or open her eyes. My mom passed away on January 27, 2021 just 22 days after receiving the Covid 19 
vaccine. She was very think to begin with and being to weak and tired to eat resulted in her losing even 
more weight. Some of the other residents were given fluids to help and they recovered. My mom was not 
given fluids. I believe there were 20 deaths in her care home for the month of January when they 
vaccinated. This was an alarming number of deaths for the home. The facility had very few Covid deaths in 
2019 and 2020. I asked every week if they had any Covid and or Covid deaths and this amount was 
shocking to me and the workers there. 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Resident was weak, fatigued and had a fever of 101. F the following morning after receiving the 2nd dose 
of vaccine. Later in the day she was feeling better and vital signs were WNL. The next morning, she was 
found unresponsive and pronounced dead by paramedics. 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



Patient got the injection and quickly developed a fever and felt weak. Family was contacted 
and he was sent to Hospital. 

No prior vaccinations for this event. 

ASTHENIA 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

"Patient received her first covid vaccine on 1/27/21. on 1/30/21 she presented to the emergency 
department complaining of nausea, she had a negative work up, felt better and was sent home. on 2/5/21 
she returned to the emergency department more ill-appearing and complaining of ""feeling sick"". she had 
fatigue, chills, decrease in activity level. her work up at this visit revealed multiple metabolic abnormalities, 
sepsis and bacteremia. She ultimately passed away at this visit with at cause of death listed as acute liver 
failure, pneumonia, and DIC>" 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, 
c/o some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal 
labs (see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP 
that day labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into 
full cardiac arrest and CPR was started. -Please see HPI above, in addition after intubation the patient 
coded again. More epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and 
targeted temperature management was pursued. He is placed on a lidocaine drip and a right femoral central 
line was placed by myself. At this time, norepinephrine drip was initiated given his continued hypotension. 
Post intubation chest x-ray suggests possible abdominal pathology and once the patient was stabilized 
further, he was sent to the CT scanner where CT head without IV contrast and CT chest, abdomen and 
pelvis with IV contrast was obtained. He did lose pulses once in the radiology suite. This was brief. IV fluids 

No prior vaccinations for 
this event. 



were initiated and he received over 2 L of crystalloid therapy. He continued to be hypotensive in the 
emergency department and vasopressin was added. He also had a single dose of Neo-Synephrine and IV 
push fashion to help bring his blood pressure up. CT scan reveals probable bilateral aspiration 
pneumonia/pneumonitis and dilated loops of small bowel without a transition point and pneumatosis 
involving loops in the left upper quadrant. I did try to initiate consult with critical care and possible transfer, 
however he continued to be unstable and coded requiring CPR multiple times. He was given IV bicarbonate 
given his prolonged CPR state and pH. Ultimately, the family decided to make the patient comfort measures 
only given his critical illness. Shortly after making this decision he did pass away in the emergency 
department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for portal venous gas 
which can be seen in the setting of bowel ischemia. Consider CT for further evaluation and/or surgical 
consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild patchy perihilar 
opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: MD CT SCAN 
- CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM 
Impression By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper 
lobes, right middle lobe, in consolidative opacities within bilateral lower lobes which could represent 
aspiration, and/or multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small 
bowel without a transition point and mucosal hyperenhancement involving the colon with areas of 
pneumatosis involving loops of small bowel within the left upper quadrant and portal venous air consistent 
with hypoperfusion complex. There is a small caliber appearance of the aorta and a flattened appearance of 
the IVC is well. 4. Intravascular air within the IVC and bilateral iliac veins could be secondary to right femoral 
central lying injection. 5. Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement 
of the medullary pyramids which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib 
fractures on the right at ribs 2 through 



ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"anxious, restless, weak, dizzy, felt ""horrible"". Continued to C/O symptoms,. At 01:15, patient lost 
consciousness , then stopped breathing and lost pulse. Narrative: Patient was first vaccinated for COVID 19 
on 1/8/21. On 1/24/21: 61 year old presents to E.R. with CC of chest pain/sob, with multiple medical 
conditions including hypertension, atrial fibrillation on apixaban, cardiomyopathy with poor EF, dyslipidemia, 
COPD, CVA, lung CA s/p radiotherapy, PTSD, depression, Churg Strauss Syndrome, Sjogren's syndrome 
presented with chief complaint of chest pain or shortness of breath. He has been having worsening 
shortness of breath the past few days, also complains of cough productive of yellowish sputum, no 
hemoptysis. He complains of left upper chest pain with no radiation. There is no diaphoresis, palpitations or 
lightheadedness. He denies fever or chills. He complains of having fallen a few times recently, thus he 
passed out. Could not say if there were seizures activity. Admitted to 3D Tele. On 1/27, Pt advises he had 
episode of substernal CP this am. RN advises pt was in afib w/ RVR at a rate >140 at time of CP. Pt CP 
improved w/ prn NTG. Pt HR improved after daily medications. Pt sts his CP has resolved. Pt admits to 
continued dyspnea. Increased trop, transferred. 1/28, struggling with orthopnea and cough. He has no 
peripheral edema. He does have intermittent chest pain. Patient having periods of A-Fib RVR with non-
sustained rates of 140's-150's 1/29 more chest pain at 04:00, relieved with NTG. HR = AF, with RVR 145. 
At about 08:00, Cardiology sees patient and signs off, ""shortness of breath and cough not due to heart 
failure as evidenced by orthostatic hypotension and no improvement in symptoms with diuresis. Consider 
underlying lung disease vs acute pulmonary disease."" No pulmonary consult noted. 1/29 Patient received 
2nd dose COVID19 vaccine at about 3:30-4p. No notes from staff on this event. No notes from MD that this 
was discussed and still part of the plan. 1/29 nurse's note: At around 2240 Pt was able to rest briefly but is 
now restless and anxious again. Tachypneic, stating he feels so weak and dizzy and overall just feel 
horrible. Continuing to get up frequently to have small soft bowel movements with assistance. Pt also stated 
ever since he got ""that shot"" he hasn't felt well. When asked what shot pt replied ""COVID shot."" Pt did 
receive 2nd dose of COVID vaccine 1/29 at 1530. Around 2250 Spoke w MOD to relay above information 

No prior vaccinations for 
this event. 



and overall concern for pt, asked for MOD to come to bedside to evaluate pt. MOD states he's handing off 
to oncoming MOD and they will come to bedside to see pt. Around 2300 oncoming MOD called and all 
above and previous information discussed Around 2310 MOD came to bedside to see pt. Will continue to 
monitor closely. 01/30/2021 ADDENDUM Around 0115 pt called for help to use bedside commode to 
urinate and have BM. Assisted x2 to BSC. While sitting on BSC pt's eyes rolled back and pt made postures 
consistent with a seizure, body became very rigid. Pt was unresponsive still with pulse. Lifted patient back 
to bed with 3 staff assist. Pt stopped breathing and lost pulse. Chest compressions started immediately and 
Code Blue called at 0120. 1/30 Hospitalist note: Called for CODE BLUE AGAIN AT 4:53. While on Vent 
after s/p Code blue for reasons not clear patient went into Asystole and code called second time. Patient 
had a prolonged CPR and was actually called off at 5:17 but he started having pulse and agonal resp. he 
was placed on Levophed and D5NS. He got a total of 9 amps of epi, 3 amps od Bicarb and 1amp of D50. 
Trope bumped from 0.12 to 0.43 prior to this he already was on ASA, Apixiban for afib. Cards are on board 
for his CHF for his pulmonary edema Lasix ordered. Hid lactic acid is elevated. Blood cultures pending. 
Started Zosyn and is on Levophed. Continue to monitor. Updated patients Mom and she requested to do 
everything at this point. Coded again at 5:40, survived, but AOD writes a death note(?) Coded for the 4th 
time at 08:18. Family at beside, Mother asks for code to be stopped." 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

24 hours after shot had high fever 101, chills, weakness, became listless, family called 911, client 
became unresponsive and died in the Emergency room. 

No prior vaccinations for this event. 

ASTHENIA 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Received Pfizer Covid Vaccine in the AM on 2/9/21. Arrived to emergency department later the same No prior vaccinations for this 



day complaining of nausea, weakness, fatigue, Vomiting, Diarrhea. Post operative diagnosis, Ischemic 
colon/toxic megacolon. 

event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

On 2/7/21 resident complainted of not feeling well, nausea, vomiting and weakness sent 
to ER passed away. 

No prior vaccinations for this event. 

ASTHENIA 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

The individual received the vaccine around 12:00pm on 02/11/21. Around 9pm the individual went to lay 
down on the couch at home and started to have difficulty breathing. Within 30 minutes the individual 
became week and unresponsive. She was transported to the hospital where she was pronounced 
deceased at 11:44 pm on 02/11/21. 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Adverse reaction to the vaccine started with variable weakness beginning 1/29/2021. On 1/30/21 around 
8:30pm, he needed assistance in the bathroom related to weakness and had what was later identified as a 
stroke with left side weakness and slurred speech. In accordance with his wishes, he had care at home. 
Due to his advanced age and frailty, a CT scan was not pursued. The 325 mg of aspirin that he was 
previously taking daily was discontinued. After the stroke, he needed total care. Hospice was established at 
home. Nursing assistant care was delivered by daughter. Death followed 9 days later (2/9/2021). 

No prior vaccinations for 
this event. 



ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient had no energy in the first 24 hours and then began a steady decline that started with 
vomiting after 48 hours, then an inability to swallow and ultimately the patients death on 2/5/21. 

No prior vaccinations for this 
event. 

ASTHENIA 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Resident had slight/slow decline in health prior to vaccine but continued to be able to walk around with 
walker at community. The day of the vaccine she had a fever. 2 days after vaccine resident did not get out 
of bed all day and refused to eat. She had small amounts of orange juice as her blood sugar level was low 
due to not eating. Resident was diagnosed with a UTI and began an oral antibiotic. 3 days after and on day 
5 after vaccine resident began feeling weak and had a fall on each day. The following day again resident 
spent the day in bed. The next day she was quite restless, was on the edge of her bed attempting to self 
transfer often throughout the day. Resident continued to be restless on the 10th of Feb, had further decline 
on the 11th of Feb. Resident passed away early the AM of Feb. 12th. 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"The day after the 2nd shot, patient developed blisters on his lips and mouth. The care facility said that 
he had a nut allergy -- but he had never been allergic to nuts. He stopped eating and drinking and his 
BP had dropped to 60/40. By Jan 16th they called to say he was dying and he passed away on 
1/18/21. Patient had COVID19 from Oct 29th - early November. By Nov 21st he had lost 40 lbs. He 
was 6'3"" and had gone from 189lbs to 149 lbs with COVID. By Nov 21st when we could visit, he had 
recovered from COVID, but was very thin and weak. He could not bathroom alone and kept falling. He 

Shingles - Glaxo 8/22/2020, 
resulted in hospitalization and 
LTC. 



didn't seem to have a bad reaction to the 1st COVID shot, But he immediately reacted to the 2nd shot 
and passed away within 6 days." 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) (1200)  

Patient received dose #1 of COVID-19 vaccine on 1/16/21. Within 3 days, she developed petechiae up to 
ankles, later rising up to her knees. Pt admitted to hospital on 2/6/21 for symptomatic anemia 2/2 vaginal 
bleeding. Patient received 4 units FFP, 4 units PRBC, 1 unit cryoprecipitate, and vitamin K 5 mg IV. Also 
started on medroxyprogesterone 20 mg PO TID. Alectinib d/ced due to worsening liver function. Evalauted 
by OB/GYN and Hematology. Diagnosed with DIC. Patient with worsening bilateral lower extremity edema 
and purpura with pain and weakness. Palliative care consulted. Patient passed away on 2/11. 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

(02/15/2021): vaccine (02/16/2021) : severe body aches and weakness, increased congestion and 
mucous production. (02/16-17/2021) : death possibly during the night 

No prior vaccinations for this 
event. 

ASTHENIA 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Death; Passed out; Stomach was bothering; Constipated; Difficulty breathing; Weakness/Event: Weakness 
was reported as worsened; a temperature of 99.4 degrees; Sweaty; Cold; Muscle ache; Body Aches; 
Diarrhea; Nausea; Vomiting; Fatigue/Tiredness; His raspy throat felt like he had mucus stuck in his throat; 
Cough; Raspy throat/worsened; This is a spontaneous report from a contactable consumer reporting her 
husband. A 75-year-old male patient received the second dose of BNT162B2 (PFIZER-BIONTECH COVID-
19 VACCINE, Batch/lot number: EM9810, Expiry Date: Jun2021) at the age of 74- year-old via an 

No prior vaccinations for 
this event. 



unspecified route of administration on 04Feb2021 09:15 at single dose in Arm, Right for COVID-19 
immunisation. Medical history included type 2 diabetes mellitus for about 20-25 years, ongoing kidney 
disease from 2005, ongoing chronic kidney disease, cardiac pacemaker insertion. The patient was 
diagnosed with kidney disease in 2005, but it was about 1 to 1-1/2 years ago that his kidney disease 
progressed to Stage 4 Kidney Disease. She said the Veterans Administration diagnosed her husband with 
his kidney disease, but her husband saw a private doctor, as well as, a VA doctor for his care. There were 
no concomitant medications. The patient previously received the first dose of BNT162B2 (Lot Number: 
EL3248; Expiration Date: Apr2021) at the age of 74- year-old Intramuscularly at approximately 08:45AM on 
15Jan2021 in right arm for COVID-19 immunisation and had no reaction. There were no additional vaccines 
administered on same date of the Pfizer suspect. There were no Prior Vaccinations within 4 weeks. The 
patient had symptoms start earlier in the day of Tuesday, 09Feb2021, after his second COVID-19 Vaccine 
shot (04Feb2021). The reporter said she and her husband didn't think anything of his symptoms at first. The 
patient had a temperature of 99.4 degrees on 09Feb2021. She didn't check her husband's temperature 
again after that time because the nurse at her husband's doctor's office said her husband's temperature 
was not at an area of concern. The patient was sweaty, off and on, starting 09Feb2021. She clarified he 
would be sweaty and the cold, but nothing extreme. The patient developed muscle aches, body aches, 
diarrhea, nausea, and vomiting on 09Feb2021. She clarified her husband had fatigue, tiredness, and had 
trouble with a raspy throat. His raspy throat started Tuesday evening (09Feb2021). His raspy throat felt like 
he had mucus stuck in his throat, and he was unable to clear the mucus from his throat. The reporter called 
her husband's primary care doctor on the morning of 10Feb2021 because her husband was having trouble 
with a raspy throat, and difficulty breathing. She said on Tuesday night (09Feb2021) her husband had to 
sleep sitting up because he couldn't lay down with his breathing. He was able to eat breakfast (clarified as 
oatmeal and an orange), lunch (clarified as soup and a salad), and dinner (clarified as soup and half a 
sandwich. She said her husband ate all the meat and half of the bread on the sandwich) on 10Feb2021. 
Her husband's primary care doctor wasn't available to speak to on Wednesday morning (10Feb2021), but 
the doctor's nurse said it sounded like her husband was having a reaction to his second COVID-19 Vaccine 
shot. The reporter said her husband's doctor instructed her later in the day to take her husband to the 
Emergency Room or Urgent Care if he didn't feel any better. Her husband's throat raspiness got worse in 



the evening of 10Feb2021. His breathing also became worse after dinner in the evening of 10Feb2021. The 
patient leaned forward over a couple pillows while sitting on their couch as it was easier for him to breath by 
doing that. They decided at 11:00PM that her husband should go to the Emergency Room. She said her 
husband was getting very weak, so she and her husband debated if she should call # for an ambulance, or 
if she should drive him to the Emergency Room. She said her husband was able to dress himself, but with 
some difficulty, and she assisted walking him from their house to their car. She said she had turned to walk 
away from her husband while he was at the side of their car, and then she heard her husband make a 
noise. He had appeared to have passed out. She clarified in the past, her husband had passed out prior to 
his pacemaker. She said she dialed #, and the # operator told her how to tell if her husband was still 
breathing. She said she couldn't tell if her husband was still breathing. She said when the ambulance 
arrived at her house, the ambulance staff worked on her husband for a long time. The reporter thought her 
husband had died at the time he had collapsed at the side of their car. The patient took a sugar free cough 
syrup Tuesday night (09Feb2021), and then again a couple times on Wednesday (10Feb2021) as 
treatment. The patient had thrown up a couple times, but found that the sugar free cough syrup soothed his 
cough the night before (09Feb2021). She said her husband had taken 2 TUMS early on Wednesday 
morning at approximately 2:00AM (10Feb2021). He had said his stomach was bothering him on 
10Feb2021. He said he thought he may be constipated, so he took 1 Senokot (Clarified as GeriCare 
Senna-Plus Natural Vegetable Laxative with Stool Softener) on 10Feb2021. She clarified her husband had 
diarrhea on 09Feb2021, but felt on 10Feb2021 he may have been constipated. There were no adverse 
events required a visit to Emergency Room since Patient's wife stated she was getting her husband to their 
car, so she could drive him to the Emergency Room, when her husband collapsed and died or to Physician 
Office as they spoke with the nurse at her husband's primary care doctor's office. Weakness was reported 
as worsened. The outcome of events Sweaty, Cold, Muscle ache, Body Aches, Fatigue/Tiredness, Raspy 
throat/worsened, Difficulty breathing, Weakness was not recovered; and of the remaining events was 
unknown. The patient died on 11Feb2021. The patient's official time of death was Thursday, 11Feb2021, at 
12:08AM. Cause of death was unknown. An autopsy was not performed and it would take 3 weeks for a 
death certificate to be issued. The reporter stated she thought it was important to notify Pfizer of her 
husband's passing because his side effects fell within the expected time period after receiving his second 



COVID-19 Vaccine.; Reported Cause(s) of Death: Death 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/12/2021 Vaccine 2/13/2021 Weakness, oral ulcers 2/17/2021 Brought to ER for loss of consciousness, 
altered mental status, rectal bleeding; work up showed sepsis, UTI, anemia, pneumonia, pleural effusion, 
pancytopenia, hypotension; persistent hypotension and respiratory failure 2/18/2021 Passed away at 
5:54AM 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient was tested for covid on 2/2/21 with positive resulted. Presented to Hospital ER on 2/10/21 with c/o 
of abdominal pain. Diagnosed with gastritis, prescribed metoclopromide and famotidine and dc home. 
Returned to ER on 2/13/21 with c/o of weakness, diarrhea, foot ulcer, and loss of appetite. Diagnosed: 1) 
Dyspnea and hypoxia secondary to Covid-19 2) Extensive bilateral lung infiltrates secondary to Covid-19 3) 
Increased Cr 4) Increased LFTs, ferritin, d-dimer, troponin secondary to Covid-19 5) Elevated procalcitonin 
placing the patient at high risk for sepsis 6) Chronic appearing Right foot wound without signs of secondary 
infection Patient transferred to a different hospital in another city. 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

02/07/21 through 2/13/21 slightly fatiqued, took all his prescribed medications, ate breakfast, lunch and 
dinner was drinking eight 10 oz bottles of water. On 02/14/21 was very tired had a difficult time breathing 

No prior vaccinations for 



after taking the normal meds. He took a breathing treatment with his prescribed Ipratropium Bromide and 
Albuterol Sulfate via home nebulizer. This did not improve his breathing. He was very weak and breathing 
was labored. 911 was called by wife. 911EMTchecked pulse and breathing. Informed him they would give 
him a breathing treatment.He started to go limp. EMT's got him to Ambulance and to Medical Center to the 
ER. Heroics done. He died. Pulmonary and Cardiac Arrest 

this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Patient felt achy, tired starting the day after the vaccine. Per his wife, he was very tired and ""losing 
stamina"". On 2/13/21, he woke up feeling dizzy and weak. His wife asked him if he wanted to go to the 
doctor and he declined. He ate breakfast and went to rest in his easy chair. He passed away an hour later." 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt admitted to Hospital on 2/8/21 with 2-3 days of SOA and cough. His wife was diagnosed with COVID-19 
at approximately the same time when the patient received 1st COVID-19 vaccine. Pt had not felt well since 
receiving the vaccine and had some changes in taste or smell. He became acutely worse 2-3 days p/t 
admission with DOE, productive cough, H/A, N/V, profound weakness and bilateral infiltrates on CXR. He 
was hypoxic on room air. During hospitalization, has gone back and forth from BiPAP to HFNC. Unable to 
prone. Pt and wife discussed goals of care and decided on comfort measure approach. Pt expired on 
2/19/21. 

No prior vaccinations for 
this event. 

ASTHENIA COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

2/24/21 Patient Died. 02/23/21. Patient came to ED for weakness/falls. Patient had fallen on 02/21 and 
02/23. UA was done in LTC, and he was started on ciprofloxacin 02/22/21. Treatment was to put patient 
on comfort cares (morphine + lorazepam) 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Per Patients Wife - Same day - Flu like symptoms, Nausea, Headache. Restless that night. Next day - 
Weak, shortness of breath. Wife called squad to get him out of his wheelchair but patient refused hospital 
as it gets him agitated. Patient passed away around 11 AM the day after vaccination. 

No prior vaccinations for 
this event. 

ASTHENIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

1. Fatigue ? day 1 - Tuesday 2. Loss of appetite ? day 1 Tuesday 3. Fever 102.0 ? day 2 - Wednesday 4. 
Chills ? day 2 - - Wednesday 5. Weak ? day 2 - - Wednesday 6. Non-ambulatory (unusual) ? day 2 - - 
Wednesday 7. Two emergency service ambulance assessment ? day 2 - - Wednesday 8. Symptoms 
improved ? day 3 - Thursday 9. Ambulatory - day 3 - Thursday 10. Symptoms worsened ? day 4 - Friday 
11. Chills ? day 4 - Friday 12. Non-ambulatory again ? day 4 - Friday 13. Fever 102.0 ? day 4 - Friday 14. 
Left side flank pain ? day 4 - Friday 15. CPR and declared decease at home by paramedics - day 5 - 
Saturday morning @ 1:32am 

No prior vaccinations for 
this event. 

ASTHENIA COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

92 year-old male with PMHx of vascular dementia, BPH, MDD, sleep disturbance , basal cell carcinoma of 
neck, osteoarthritis, BLE edema, Guillain-Barre syndrome 30 years prior, s/p COVID positive on 1/11/21 and 
received IV Bamlanivimab. Sent to hospital on 2/2/21 for altered mental status, generalized weakness with 
inability to lift bilateral UE and difficulty moving his BLE. He was treated for UTI with 7 days of Cefepime for 
Morganella Morganii. He was followed by neurology with MRI of the brain and CT of the spine without acute 
findings. Lumbar puncture unable to be obtained. He received 5 day course of IVIG for presumed Guillain-
Barre . EMG showed generalized sensory motor polyneuropathy both axon loss and demyelinating type 
severe in degree. However, he did not recover from his GBS symptoms, was transferred back to the nursing 
home and died on 2/15/2021. 

Influenza Vaccine 

ASYMPTOMATIC COVID-19 
COVID19 (COVID19 
(MODERNA)) (1201)  

mi Narrative: patient with asymptomatic covid 19, covid positive 12/10/2020. No prior vaccinations for this event. 

ASYMPTOMATIC COVID-19 COVID19 (COVID19 (MODERNA)) (1201) 
 

Resident is asymptomatic No prior vaccinations for this event. 

ATELECTASIS COVID19 (COVID19 (MODERNA)) (1201) 
 

Pt. was admitted to hospital on 1/6/21 with fatigue, weakness. Pt. was Covid positive in November of 2020. 
Impression upon admission was fatigue may be due to her aortic stenosis and some hypertensive issues with 
blood pressure changes. She was anemic. WBC was elevated to 19.2, HBG 10.5, NA-131, K+ - 3.1, Rule out 
bacterial infection. Potential source could be her heart valve. Also noted to have acute renal failure with BUN 
of 47 and Creatinine of 2.2 noted. Pt. was transferred to Hospital on 1/8/2021 with dx of aortic stenosis, 
bacteremia, ARF, Dehydration and anemia. Discharged with dx. of sepsis. Pt. expired on 1/18/21 with dx. of 

No prior vaccinations 
for this event. 



severe sepsis, complete heart block, staphylococcus epidermidis bacteremia. 

ATELECTASIS 
COVID19 (COVID19 
(MODERNA)) (1201)  

Had acute respiratory failure, dysuria NSTEMI after Dose #1 Lot # 025L20A (Moderna) hospitalized same day 
12/31/20 administered @ 1040 back to baseline. 2nd Dose on 1/27/21 0950 Lot as above. Unknown exact 
onset same day, ED by EMS @ 1745, respiratory distress, febrile 39.4 degrees C BP 150/105 RR 29 

No prior vaccinations 
for this event. 

ATELECTASIS 
COVID19 (COVID19 
(MODERNA)) (1201)  

2/2/21-1000-patient presented to the local emergency room with complains of fever, shortness of breath and 
decreased oxygen sats. temp 101.7, pulse 102, respirations 36, BP 141/92, oxygen 94%. Lung sounds 
crackles bilaterally with rhonchi on the left. patient worked up for sepsis, CXR shows mild atelectasis. blood 
pressure dropped, and continued to drop through treatment requiring levophed drop to be initiated. Patient 
POA determined that this would not be her sister's wishes and made the decision to make patient comfort 
care status. 2/3/21- patient lethargic throughout night. 0640-patient demise. 

No prior vaccinations 
for this event. 

ATELECTASIS 
COVID19 (COVID19 
(MODERNA)) (1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 
abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of vomiting 
and dry heaving. 

No prior vaccinations for 
this event. 

ATELECTASIS 
COVID19 (COVID19 
(MODERNA)) (1201)  



Several days after vaccination his left arm turned red. He was taken to the hospital where he was 
evaluated and admitted with a diagnosis of left axillary vein thrombosis. A chest X-ray was taken and he 
presented bibasilar atelectasis and pneumonia with pleural effusions. 

No prior vaccinations for 
this event. 

ATELECTASIS 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

emesis bright yellow in color, liquid BM, increased respirations No prior vaccinations for this event. 

ATRIAL FIBRILLATION COVID19 (COVID19 (MODERNA)) (1201) 
 

Moderna Vaccine Lot 029K20A Patient received second dose of vaccine on 2/2/21. Within 30 minutes patient 
had a near syncopal episode. She felt lightheaded and shortly after had episode of nonbloody vomiting. 
Hypotensive 81/69 and started on levophed. Alert and orientated. Lungs clear, abdomen benign on 
admission. Patient had no reaction when received first dose of the vaccine. Patient developed worsening 
shortness of breath, tachypnea, Afib with RVR, hypotension and required intubation and multiple pressors. 

No prior vaccinations 
for this event. 

ATRIAL FIBRILLATION 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient had Covid-19 in October of 2020. He recovered. He received the vaccination on 12/30/2020 with no 
complaints. On 01-05-2021 it was noted to he was incontinent of urine and bilateral lower extremity edema. 
Lab work was completed showed acute kidney injury. He had decreased blood pressure and oxygen 
saturations on 01-06-2021 He was admitted to the hospital with rapid progression of symptoms and 
suggested multi-system failure. He had a long cardiac history. On 01-14-2021 he passed away with a 
diagnosis of Cardiomyopathic CHF, A.Fib contributory. 

No prior vaccinations 
for this event. 



ATRIAL FIBRILLATION 
COVID19 (COVID19 
(MODERNA)) (1201)  

covid shot 2/2; feel bad 2/5; covid positive diagnosis - 2/8 s/s cough, fever, shortness of breath , 
hypertension, afib (in er) - admitted went into DIC per intensivist 2/11 patient died 

No prior vaccinations for this 
event. 

ATRIAL FIBRILLATION 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient went into new-onset atrial fibrillation, resulting in a catastrophic stroke. Patient passed 
away on 2/11 as a result of the stroke. 

No prior vaccinations for this event. 

ATRIAL FIBRILLATION 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

presented to ED 1/9/21 with abdominal pain, progressive worsening weakness and fatigue and new onset 
A fib with RVR likely due to hypertensive urgency . Patient progressed clinically with severe hypoxia and 
transferred to ICU and started on BiPAP; progressive decline with decreased urinary output with uremia 
likely secondary to sepsis. Concern with patient worsening clinical decline, palliative care had been 
consulted on end of life care. Patient expired 1/17/21 

No prior vaccinations for 
this event. 

ATRIAL FIBRILLATION 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"shortness of breath, chest xray with pulmonary edema, periorbital edema Narrative: 73 yo M w/ PMH HTN, 
HLD, EVAR (2013) for AAA c/b persistent type II endoleak s/p multilple repairs (2015 & 2017) c/b glue 
embolization down into the R CIA secured with additional stent placement with the R iliac limb, s/p b/l Iliac 
artery aneurysm stent 08/31/20, and PTSD. Former smoker, quit 12+ yrs ago. 11/1/20-11/6/20: Hospitalized 

No prior vaccinations for 
this event. 



for acute on chronic back pain, found to multiple hypermetabolic lesions in the axial skeleton. Diagnosed 
with epithelioid angiosarcoma. Patient discharged to facility. 12/17/20: Patient received his 1st COVID-19 
vaccine w/o complications at facility. 12/21/20: Underwent cyberknife treatment. 12/31/20: Transferred from 
facility to ER for new O2 requirement, SOB, cough, chest X ray / pulm edema, tachycardic and new 
periorbital edema. 12/31/20: Admitted to ICU before transfer to acute care. 1/1/21: Pulmonary consult, 
""Labs are notable for progressive left shift with bandemia, markedly elevated inflammatory markers (D-
dimer, ESR, CRP, ferritin, LDH), mild elevation in procalcitonin, mild elevation in lactate that has improved, 
and negative viral panel including COVID-19 x2. CT chest is notable for b/l GGOs along with some 
interstitial infiltrates with an upper and particularly mid zone and perihilar predominance, septal thickening 
and crazy paving, and numerous cystic lesions or pneumatoceles. There is a lack of lobar consolidation and 
pulmonary nodules. Of note, PET/CT about 2 months ago only demonstrated some mild to moderate 
emphysema mostly in the upper lobes. Therefore, there has been a relatively dramatic change in a few 
months, suggesting a more subacute process, rather than an acute infectious process such as a viral 
pneumonia, including COVID-19 infection, in which the GGOs tend to be subpleural and peripheral. Overall, 
our suspicion for COVID-19 is relatively low, with negative testing x2 yesterday, negative testing a few 
weeks ago, and lack of sick contacts, but it is possible. Therefore, higher on the differential is a more 
subacute infection or chemotherapy-induced pneumonitis. Risk factors include malignancy, chemotherapy, 
and use of steroids (equivalence of about 27 mg of Prednisone in the form of Dexamethasone since 11/6/20 
without PJP prophylaxis). These risk factors, along with consistent imaging and elevated LDH, make PJP 
quite likely. Fungal infection is less likely based on imaging. Chemotherapy-induced pneumonitis is a 
possibility, especially given the more subacute picture based on imaging. Both Gemcitabine and Docetaxel 
can cause pneumonitis. However, the patient has been on steroids, which is used to treat drug-induced 
pneumonitis, although this does not exclude it completely."" 1/2/21: Transferred to ICU for worsening 
hypoxemia as patient reached 40L/100% FIO2 and remained on COVID isolation/COVID patient under 
investigation per ID recommendation. 1/4/21: Isolation precautions discontinued due to lower suspicion for 
active COVID infection to explain current presentation 1/6/21: Went into atrial fibrillation w/o RVR overnight 
1/6. Tolerating, with MAPs in low 60s and HR in high 90s/low 100s. Suspect due to being-1L yesterday from 
diuresis, lasix stopped. S/p amiodarone bolus + drip, albumin 5% bolus 1/5/21: Macrocytic anemia NOS w/ 



slowly worsening H/H s/p PRBC x 1 unit 1/7/21: Per ICU Life-sustaining treatment note, ""Following 
discussion w/ patient that his lung dx has been refractory to txt and hasn't improved despite maximal 
therapy, patient agreed to transition to hospice after he settles affairs. "" 1/7/21 Infectious Disease note: 
""This is an immunocompromised host due to cancer on active chemotherapy (albeit ANC>4000 on 
admission) and notably had been on daily PO dexamethasone 1 mg TID (total daily dose 3 mg, equivalent 
to 20 mg PO prednisone) since 11/6/20 without any PJP ppx. There was elevated c/f COVID-19 infection in 
setting of patient's presenting symptoms, especially in conjunction with b/l GGOs on imaging. Has 
undergone multiple COVID test that have all resulted negative. Discussed radiographic findings with 
radiology colleagues, and overall, it is difficult to definitively narrow the differential with imaging alone, but 
overall density of GGOs seem to appear less likely PJP and more in line with chemical pneumonitis vs 
COVID, although less typical for viral pneumonia as well. Given false-negative COVID tests are not unheard 
of, especially in the immunocompromised population, patient was kept on isolation precautions as a PUI for 
abundance of caution. He is now off precautions. In setting of patient having been on prednisone for some 
time without PJP ppx, he was also started on treatment dose TMP/SMX. Beta-d-glucan has returned 
positive, and although not the ideal test for PJP, this can certainly support a potential dx of PJP. 
Unfortunately, DFA from sputum was not performed due to insufficient sample and currently the patient is 
unable to produce an additional sample for testing. He is tolerating the high-dose TMP/SMX; we adjusted 
the dose to three SS tablets TID based on his somewhat declining UOP. Other fungal etiologies are pending 
work-up as well. Lastly, patient's chemotherapy is known to cause pneumonitis, but per pulmonology team, 
he receives prophylactic dexamethasone with his chemo cycles that should help to prevent drug-induced 
pneumonitis. Remains on the differential for now and this should also be concurrently treated with the 
steroids he is receiving."" 1/10/21: Comfort care initiated. All non-comfort measures were discontinued. 
Time of death: Jan 10,2021@14:56; immediate cause of death per death note is ""hypoxic respiratory 
failure""" 

ATRIAL FIBRILLATION COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

"Narrative: See ""Other Relevant History"" in Section 6 above Symptoms: 
ElevatedLiverEnzymes & death, pneumonia, afib Treatment:" 

No prior vaccinations for this event. 

ATRIAL FIBRILLATION 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

"Narrative: See ""Other Relevant History"" in Section 6 above Other Relevant Hx: 76yo man with a history of 
for C5 tetraplegia 2/2 cervical stenosis leading to neurogenic bowel/bladder (chronic suprapubic catheter) 
and chronic respiratory failure with tracheostomy, severe dysphagia s/p G tube placement and multiple 
aspiration pneumonias, COPD GOLD III, hx MRSA bacteremia (7/2018) and E coli bacteremia (12/2019). 
Patient transferred from Spinal Cord Injury until to ICU on 1/11/2021 due to worsneing dyspnea, hypoxia 
(80s) and tachycardia and was found to have acute hypoxic respiratory failure likely 2/2 multifocal 
pneumonia. CXR findings of ""There is interval increase in patchy airspace infiltrates and consolidation in 
bilateral lungs concerning for pneumonia"" Patient was started on vancomycin and pip/tazo on 1/11 and 
tracheal aspirate cultures were obtained for VAP diagnosis which ultimately grew Serratia liquifaciens and 
Proteus mirabilis. Infectious Diseases was consulted who recommended a switch to ertapenem therapy for 
a total 10 day course for VAP. UCx/BCx remained negative. On 1/20, a therapeutic bronchoscopy was 
completed with cultures growing Stenotrophomonas maltophilia and pan-S Klebsiella pneumoniae. The 
following day a chest tube was inserted and the course of ertapenem completed but vancomycin was 
continued. By 1/22, patient developed shock liver with ALT/AST 2135/1579 from normal range the day prior 
and SCr increased to 1.3 from baseline 0.7/cystatin C of 2.46 up from 1.15. Levofloxacin was added for 
Stenotrophomonas coverage. By 1/25, patient's clinical status continued to decline and Cardiology was 
consulted for new onset Afib with RVR. Discussion was documented with patient's family who requested 
DNR. Patient passed away in the early AM on 1/26. Demise does not appear to be related to COVID-19 
vaccination but occurred in recent timeframe. Symptoms: ElevatedLiverEnzymes & death, pneumonia, afib" 

No prior vaccinations for 
this event. 



ATRIAL FIBRILLATION 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"anxious, restless, weak, dizzy, felt ""horrible"". Continued to C/O symptoms,. At 01:15, patient lost 
consciousness , then stopped breathing and lost pulse. Narrative: Patient was first vaccinated for COVID 19 
on 1/8/21. On 1/24/21: 61 year old presents to E.R. with CC of chest pain/sob, with multiple medical 
conditions including hypertension, atrial fibrillation on apixaban, cardiomyopathy with poor EF, dyslipidemia, 
COPD, CVA, lung CA s/p radiotherapy, PTSD, depression, Churg Strauss Syndrome, Sjogren's syndrome 
presented with chief complaint of chest pain or shortness of breath. He has been having worsening 
shortness of breath the past few days, also complains of cough productive of yellowish sputum, no 
hemoptysis. He complains of left upper chest pain with no radiation. There is no diaphoresis, palpitations or 
lightheadedness. He denies fever or chills. He complains of having fallen a few times recently, thus he 
passed out. Could not say if there were seizures activity. Admitted to 3D Tele. On 1/27, Pt advises he had 
episode of substernal CP this am. RN advises pt was in afib w/ RVR at a rate >140 at time of CP. Pt CP 
improved w/ prn NTG. Pt HR improved after daily medications. Pt sts his CP has resolved. Pt admits to 
continued dyspnea. Increased trop, transferred. 1/28, struggling with orthopnea and cough. He has no 
peripheral edema. He does have intermittent chest pain. Patient having periods of A-Fib RVR with non-
sustained rates of 140's-150's 1/29 more chest pain at 04:00, relieved with NTG. HR = AF, with RVR 145. 
At about 08:00, Cardiology sees patient and signs off, ""shortness of breath and cough not due to heart 
failure as evidenced by orthostatic hypotension and no improvement in symptoms with diuresis. Consider 
underlying lung disease vs acute pulmonary disease."" No pulmonary consult noted. 1/29 Patient received 
2nd dose COVID19 vaccine at about 3:30-4p. No notes from staff on this event. No notes from MD that this 
was discussed and still part of the plan. 1/29 nurse's note: At around 2240 Pt was able to rest briefly but is 
now restless and anxious again. Tachypneic, stating he feels so weak and dizzy and overall just feel 
horrible. Continuing to get up frequently to have small soft bowel movements with assistance. Pt also stated 
ever since he got ""that shot"" he hasn't felt well. When asked what shot pt replied ""COVID shot."" Pt did 
receive 2nd dose of COVID vaccine 1/29 at 1530. Around 2250 Spoke w MOD to relay above information 

No prior vaccinations for 
this event. 



and overall concern for pt, asked for MOD to come to bedside to evaluate pt. MOD states he's handing off 
to oncoming MOD and they will come to bedside to see pt. Around 2300 oncoming MOD called and all 
above and previous information discussed Around 2310 MOD came to bedside to see pt. Will continue to 
monitor closely. 01/30/2021 ADDENDUM Around 0115 pt called for help to use bedside commode to 
urinate and have BM. Assisted x2 to BSC. While sitting on BSC pt's eyes rolled back and pt made postures 
consistent with a seizure, body became very rigid. Pt was unresponsive still with pulse. Lifted patient back 
to bed with 3 staff assist. Pt stopped breathing and lost pulse. Chest compressions started immediately and 
Code Blue called at 0120. 1/30 Hospitalist note: Called for CODE BLUE AGAIN AT 4:53. While on Vent 
after s/p Code blue for reasons not clear patient went into Asystole and code called second time. Patient 
had a prolonged CPR and was actually called off at 5:17 but he started having pulse and agonal resp. he 
was placed on Levophed and D5NS. He got a total of 9 amps of epi, 3 amps od Bicarb and 1amp of D50. 
Trope bumped from 0.12 to 0.43 prior to this he already was on ASA, Apixiban for afib. Cards are on board 
for his CHF for his pulmonary edema Lasix ordered. Hid lactic acid is elevated. Blood cultures pending. 
Started Zosyn and is on Levophed. Continue to monitor. Updated patients Mom and she requested to do 
everything at this point. Coded again at 5:40, survived, but AOD writes a death note(?) Coded for the 4th 
time at 08:18. Family at beside, Mother asks for code to be stopped." 

ATRIAL FIBRILLATION 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient received the vaccine at an outside healthcare facility on 2/11/21. At approximately 1 pm she 
screamed out and fell out of her chair. EMS was called and patient was found to be in Vfib. ACLS was 
performed for approximately 42 minutes prior to arrival at ED. At that time the patient had been pulseless 
for 25 minutes. Patient received 450 mg of amiodarone, epinephrine x7, sodium bicarbonate x2, and 7 AED 
shocks. In the ED 3 more doses of epinephrine were given, one more dose of sodium bicarbonate, and 5 
additional shocks. ROSC was not achieved and time of death was called at 1416. 

No prior vaccinations for 
this event. 



ATRIAL FIBRILLATION 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Had a stroke 3 days after round one of Covid vaccine and subsequently died the next week due to 
complications of stroke. Upon admission to hospital, was in afib. 

No prior vaccinations for this 
event. 

ATRIAL FIBRILLATION 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Approximately 2 weeks post vaccination developed rapid AF, CHF. Admitted to Medical Center. 
Discharged home on hospice. Patient died at home on 2/13/2021. Reported to this reporter at second 
dose clinic on 2/16/21. Other details not known. Unknown if related to vaccine. 

No prior vaccinations for 
this event. 

ATRIAL FLUTTER 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Approximately 2 weeks post vaccination developed rapid AF, CHF. Admitted to Medical Center. Discharged 
home on hospice. Patient died at home on 2/13/2021. Reported to this reporter at second dose clinic on 
2/16/21. Other details not known. Unknown if related to vaccine. 

No prior vaccinations 
for this event. 

ATRIOVENTRICULAR BLOCK COMPLETE 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt. was admitted to hospital on 1/6/21 with fatigue, weakness. Pt. was Covid positive in November of 2020. 
Impression upon admission was fatigue may be due to her aortic stenosis and some hypertensive issues with 
blood pressure changes. She was anemic. WBC was elevated to 19.2, HBG 10.5, NA-131, K+ - 3.1, Rule out 
bacterial infection. Potential source could be her heart valve. Also noted to have acute renal failure with BUN 

No prior vaccinations 
for this event. 



of 47 and Creatinine of 2.2 noted. Pt. was transferred to Hospital on 1/8/2021 with dx of aortic stenosis, 
bacteremia, ARF, Dehydration and anemia. Discharged with dx. of sepsis. Pt. expired on 1/18/21 with dx. of 
severe sepsis, complete heart block, staphylococcus epidermidis bacteremia. 

ATROPHY 
COVID19 (COVID19 
(MODERNA)) (1201)  

"This is a 73 year old female that received her 1st dose with Moderna vaccine on 1/8/21 at approximately 
1600. Within one hour, the patient developed altered mental status and increasing weakness. She was 
transported to the hospital by the staff at her Assisted Living Facility for concern of a vaccine reaction. On 
admission, oxygen saturation was found to be 89% on room air, BP=137/86, HR=94. Labs were normal, with 
the exception of WBC=15 (leukocytes normal, chest xray clear, COVID test negative), and a detectable 
troponin=63. Head CT negative. Physical exam was only notable for 'slight superficial erythema over distal 
right forearm and dorsal hand. No significant edema.' The patient was treated for a possible allergic reaction 
to vaccine with NS bolus, methylprednisolone 125mg, famotidine 20mg, and aspirin 300mg PR. She was 
admitted for monitoring given continued altered mental status/weakness. The next day, she continued to show 
no improvement, so a head MRI was ordered. MRI showed "" 1. Numerous acute cerebral and cerebellar 
infarcts involving both anterior and posterior circulations consistent with a central embolic source. 2. Minimal 
right parietal petechial hemorrhage. 3. Moderate atrophy and moderate nonspecific white matter signal 
abnormalities compatible with chronic microvascular ischemia "" Neurology was consulted, who approved the 
start of aspirin and to continue DVT prophylaxis. The patient's advanced dementia and timeline preclude other 
intervention. The patient's status was DNR/DNI. The patient was discharged on hospice to her assisted living 
facility on 1/11/21 (with reports of continued somnolence). It was reported that date of death was 1/24/21." 

No prior vaccinations 
for this event. 

ATYPICAL MYCOBACTERIAL INFECTION 
COVID19 (COVID19 
(MODERNA)) (1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of No prior vaccinations for 



abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of vomiting 
and dry heaving. 

this event. 

AUTOPSY 
COVID19 (COVID19 
(MODERNA)) (1201)  

syncopal episode - arrested - CPR - death No prior vaccinations for this event. 

AUTOPSY COVID19 (COVID19 (MODERNA)) (1201) 
 

Patient received COVID-19 (Moderna) vaccine from the Health Department on afternoon of January 8, 2021 
and went to sleep approximately 2300 that night. Was found unresponsive in bed the following morning and 
pronounced dead at 1336 on January 9, 2021 

No prior vaccinations for 
this event. 

AUTOPSY 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt collapsed at home approx 5:30 pm and died No prior vaccinations for this event. 

AUTOPSY COVID19 (COVID19 (MODERNA)) (1201) 
 

Death 
Hypersensitivity/ anaphylaxis to standard flu vaccine (egg containing) ~ 20 years ago. Of note, did tolerate FluBlok this 
past 

AUTOPSY COVID19 (COVID19 (MODERNA)) (1201) 
 

"Pt. woke up the next morning after vaccination and ""didn't feel well"", described by wife as fatigue, no 
energy. At approximately 2 PM, he vomited. His wife checked on him at 4:20 PM and he wasn't breathing 
sitting in his chair. EMS squad was called but when they arrived he was asystole and mottling present. Did 

No prior vaccinations 
for this event. 



not start CPR since he was already gone too long. Pronounced by coroner on scene." 

AUTOPSY 
COVID19 (COVID19 
(MODERNA)) (1201)  

UNKNOWN/ASYTOLE Narrative: Please refer to section 6. 68y/o male with h/o severe peripheral vascular 
disease with previous left AKA 2/3/20, s/p bilateral bypasses in the past. Pt recently underwent right AKA on 
1/12/21. Per Hospital remote data 1/10/21 pt c/o shortness of breath, CXR demonstrated right lower lobe 
opacity & left basilar infiltrate. Pt s/p >10 days emperic IV abx. Moderna vaccine 0.5ml IM was administered 
via left deltoid on 1/22/21 around 16:21. On 1/23/21@05:14 code blue was called as pt found to be 
unresponsive, breathless and pulseless, facial cyanosis noted, CPR started immediately.Pt found to be in 
asystole. ACLS guideline followed but no return of spontaneous circulation, At 05:32 pt remained pulseless 
and breathless and was pronounced. Autopsy currently pending. 

No prior vaccinations 
for this event. 

AUTOPSY 
COVID19 (COVID19 
(MODERNA)) (1201)  

The patient went home around 11 am on 1-31-21 after her vaccine and 15 minute observation period. She 
was eating breakfast after at home and complained to a neighbor that her teeth hurt and she was nauseated 
after eating. In the afternoon, she felt dizzy and had diarrhea accompanied with blood. Close to 9 PM, her son 
went to check on her. The patient was found on the floor--she was unresponsive and had purple lips. Her son 
called an ambulance and started chest compressions. The patient passed away at the hospital. The doctor 
has ordered an autopsy, and the results are pending. 

No prior vaccinations 
for this event. 

AUTOPSY 
COVID19 (COVID19 
(MODERNA)) (1201)  

Passed away yesterday, found deceased in her apartment; This spontaneous report was received from a 
consumer which refers to a 91-year-old female patient who received the Moderna COVID-19 vaccine (mRNA-

No prior vaccinations 



1273) and next day the patient passed away. The patient's medical history was not provided. Concomitant 
medications were not reported. On 19 Jan 2021, the patient received her first of two planned doses of mRNA-
1273 intramuscularly (Lot number: not provided) for prophylaxis of COVID-19 infection. On 20 Jan 2021, the 
patient passed away and she was found deceased in her apartment. No treatment medication was provided. 
Action taken with mRNA-1273 in response to the events was not applicable as the patient passed away. On 
20 Jan 2021, the patient died, cause of death was unknown. Autopsy result was unknown. The reporter 
assessed the causality as related between the event and Moderna COVID-19 vaccine.; Reporter's 
Comments: This case concerns a 91-year old female patient. The medical history and concomitant 
medication is not provided. The patient experienced Death. The event occurred approximately one day after 
receiving their first of two planned doses of mRNA-1273 (Lot unknown). Very limited information regarding 
this event has been provided at this time. Based on temporal association between the use of the product and 
the onset of the event, a causal relationship cannot be excluded and the event is considered possibly related 
to the vaccine.; Reported Cause(s) of Death: Unknown Cause of Death 

for this event. 

AUTOPSY 
COVID19 (COVID19 
(MODERNA)) (1201)  

On 1/23/21 the patient had a single-car accident, slid off icy road into snowbank. She was seen in our ER, 
diagnosed w/ trauma and L4 compression fracture. She was transported to Hospital for further trauma 
workup. We believe she was treated and released. On 1/31/21 the patient had a headache but did not seek 
medical attention. In the morning of 2/1 she became unresponsive and was pronounced dead on the scene 
when EMS arrived. Autopsy showed a left temporal subdural hematoma. 

No prior vaccinations 
for this event. 

AUTOPSY 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient's son came to the vaccine clinic today 2/8/2021, stated that his father 2/24/1948 passed 
away the same day as the vaccine. 

No prior vaccinations for this 
event. 



AUTOPSY 
COVID19 (COVID19 
(MODERNA)) (1201)  

No reported adverse reactions from 1st or 2nd vaccine doses Patient died on 2/6/2021 at Correctional 
facility- autopsy was performed at medical examiner's office. The COD was artherosclerotic cardiovascular 
disease 

No prior vaccinations for 
this event. 

AUTOPSY 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient felt fine on Friday afternoon and evening after shot. Felt fine on Saturday until the afternoon when 
she started feeling fatigued and chilled. Decided to take a warm bath at about 6pm. Was found dead in 
bathtub at approximately 7pm with blisters on arms, legs, and face. 

No prior vaccinations 
for this event. 

AUTOPSY 
COVID19 (COVID19 
(MODERNA)) (1201)  

Hepatorenal syndrome- Death No prior vaccinations for this event. 

AUTOPSY COVID19 (COVID19 (MODERNA)) (1201) 
 

"Agency contacted 2/19 In evening by employer representative- client Died Suddenly after 
work""" 

No prior vaccinations for this event. 

AUTOPSY 
COVID19 (COVID19 (MODERNA)) 

(1201)  

"""Feeling Hot"" without fever and nausea 10 hours post vaccine and resolved within 1 hour. Seizure, 
Hypotension, Unresponsive followed shortly by cardiac arrest and pulseless electrical activity 21 hours post 

No prior vaccinations for 



vaccine. Pronounced dead 22 hours post vaccine" this event. 

AUTOPSY 
COVID19 (COVID19 
(MODERNA)) (1201)  

Spontaneous intracerebral hemorrhage and death on 2/20/2021 No prior vaccinations for this event. 

AUTOPSY COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

LTCF Pfizer Vaccine clinic conducted 12/29/2020 Vaccine lead received a call indicating that a staff 
member deceased somewhere between 1/3/2021 and 1/4/2021. Cause of death is unknown, and an 
autopsy is being performed. 

No prior vaccinations for this 
event. 

AUTOPSY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Cardiac Arrest; Patient was found pulseless and breathless 20 minutes following the vaccine 
administration.; Patient was found pulseless and breathless 20 minutes following the vaccine administration.; 
This is a spontaneous report from a contactable other healthcare professional (HCP). A 66-year-old female 
patient (pregnant at the time of vaccination: no) received the second dose of BNT162B2 (PFIZER-
BIONTECH COVID-19 VACCINE, lot number: EL1284) via intramuscular at left arm on 11Jan2021 12:15 PM 
at single dose for COVID-19 immunization. Medical history included diastolic CHF, spinal stenosis, morbid 
obesity, epilepsy, pulmonary hypertension and COVID-19 (Prior to vaccination, the patient was diagnosed 
with COVID-19). The patient received medication within 2 weeks of vaccination included amiodarone, 
melatonin, venlafaxine hydrochloride (EFFEXOR), ibuprofen, aripiprazole (ABILIFY), lisinopril, cranberry 
capsules, diltiazem, paracetamol (TYLENOL), famotidine, furosemide (LASIX [FUROSEMIDE]), ipratropium 
bromide, salbutamol sulfate (IPRATROPIUM/ALBUTEROL), buspirone, senna alexandrina leaf (SENNA 
[SENNA ALEXANDRINA LEAF]), polyethylene glycol 3350 and morphine. The patient did not receive any 

No prior vaccinations 
for this event. 



other vaccines within 4 weeks prior to the COVID vaccine. Patient used took Penicillin, propranolol, 
quetiapine, topiramate, Lamictal and had allergy to them. Patient used took the first dose of BNT162B2 (lot 
number: EJ1685) via intramuscular at right arm on 21Dec2020 12:00 PM at single dose for COVID-19 
immunization. Since the vaccination, the patient been tested for COVID-19 (Sars-cov-2 PCR) via nasal swab 
on 06Jan2021, covid test result was negative. Patient was found pulseless and breathless 20 minutes 
following the vaccine administration (11Jan2021 12:30 AM). MD found no signs of anaphylaxis. Patient died 
on 11Jan2021 12:30 AM because of cardiac arrest. No treatment received for the events. Outcome of 
pulseless and breathless was unknown. the autopsy was performed, and autopsy remarks was unknown. 
Autopsy-determined cause of death was unknown. It was reported as non-serious, not results in death, Life 
threatening, caused/prolonged hospitalization, disabling/Incapacitating nor congenital anomaly/birth defect.; 
Sender's Comments: Based on the available information this patient had multiple underlying medical 
conditions including morbid obesity, diastolic CHF, epilepsy, pulmonary hypertension and COVID-19 
diagnosed prior to vaccination. All these conditions more likely contributed to patients cardiac arrest resulting 
in death. However, based on a close temporal association (""Patient was found pulseless and breathless 20 
minutes following the second dose of BNT162B2 vaccine administration, contributory role of BNT162B2 
vaccine to the onset of reported events cannot be completely excluded. The impact of this report on the 
benefit/risk profile of the Pfizer product is evaluated as part of Pfizer procedures for safety evaluation, 
including the review and analysis of aggregate data for adverse events. Any safety concern identified as part 
of this review, as well as any appropriate action in response, will be promptly notified to Regulatory 
Authorities, Ethics Committees and Investigators, as appropriate.; Reported Cause(s) of Death: Cardiac 
arrest; Autopsy-determined Cause(s) of Death: autopsy remarks was unknown. Autopsy-determined cause 
of death was unknown" 

AUTOPSY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



Sudden death 18 hours post vaccine . No prior vaccinations for this event. 

AUTOPSY COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

Patient became sick 3 hours after the vaccine and was found deceased 1 day after his 
vaccination. He passed away in his sleep. 

No prior vaccinations for this event. 

AUTOPSY 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Patient was vaccinated for SARS-CoV-2 on 6-Jan-21 at his site of employment, a Nursing Home. Patient 
presented to Urgent Care on 15-Jan-21 complaining of left sided chest pain that started the evening before 
with an associated slight cough. Pt was afebrile with a heart rate of 88 and an O2 sat on room air of 98% in 
triage. His EKG showed a sinus tachycardia of 114 with a slightly prolonged QTc of 463 ms. Physical exam 
was significant for bibasilar crackles and X-ray showed bibasilar infiltrates consistent with COVID 
pneumonia but bacterial pneumonia could not be excluded. The patients BP was documented as 97/64. He 
was treated with Zofran for nausea and tylenol. He was prescribed a five day course of Azithromycin, an 
Albuterol inhaler, guaifenessin with codeine cough syrup, and Zofran. Labs were drawn and he was 
discharged. His lab results were reported after his departure and were significant for a white blood cell 
count of 1.33, platelet count of 73, 2% myelocytes, 1% metamyelocytes, an absolute neutrophil count of 
0.75 K/ul, a creatinine of 1.83, total bilirubin of 1.3, with direct bilirubin of 0.8, alkaline phosphatase of 294 
and AST of 112 with ALT noted to be within normal limit. His COVID nasopharyngeal swab from the visit 
was reported as negative and a swab performed at his employment on 13-Jan-21 was also reported to be 
negative. Patient could not be reached by phone after discharge from Urgent Care about these labs. On the 
evening of 16-Jan-21, Police Department received a 911 call about an adult at the patient's address who 
was found unresponsive. Upon arrival on scene, the patient was found to be deceased and a decision was 
made not to attempt to resuscitate. The death was deemed to be non-suspicious and the patient's body was 
transported to a funeral home. On 19-Jan-21, I contacted the State Medical Examiner's Office. They have 

No prior vaccinations for 
this event. 



decided to perform an autopsy and have recovered the CBC and chemistry specimens obtained for further 
testing. 

AUTOPSY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

death Narrative: Pt attended arthritis clinic appt 0900; labs shortly after; rec'd vaccine in clinic ~ 1113; seen 
on surveillance camera walking to parking garage ~ 1145; medical center rec'd call from wife ~ 1900 that pt 
never returned home; police found vehicle running in parking garage, code called, pt obviously deceased 
by that time 1930, body sent to medical examiner for autopsy. 

No prior vaccinations for 
this event. 

AUTOPSY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Sudden cardiac death. Autopsy report: right coronary artery thrombosis. No prior vaccinations for this event. 

AUTOPSY COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

Patient stated he had a migraine after the vaccine. We were advised of a change in appetite on 
Thursday February 4th. Patient died on February 6th. 

No prior vaccinations for this event. 

AUTOPSY 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

"Patient and her husband are elderly, but healthy and live independently. Patient took blood pressure 
medicine 'off and on' according to family. She was 5'2"", 120 pounds and slim and healthy and active, so 
was her husband, though he had pulmonary fibrosis so they had been staying home and not attending 

No prior vaccinations for 
this event. 



church etc, and masking when they did go out to protect against covid disease. They were both vaccinated 
with covid Pfizer vaccine (dose #1) on Thursday Feb 11. (02/11/2021) Thursday night as they went to bed 
they checked in with each other on how they each felt. Patient said she felt totally fine, and her husband 
said his arm was a bit sore. Patient woke before her husband on Friday Feb 12, went downstairs and, from 
what the family can tell, fixed herself a snack, then sat on the sofa. Patient's husband found her deceased 
on the sofa. He called 911 and they asked him to do CPR until the paramedics arrived. Because of 
proximity to covid vaccine, the ME wanted to examine the body in the home and also ordered an autopsy. 
Autopsy was completed on the same day as death, Feb 12, 2021" 

AUTOPSY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Death on February 12, 2021 acute cardiac tamponade No prior vaccinations for this event. 

AUTOPSY COVID19 (COVID19 (UNKNOWN)) (1202) 
 

Patient died several days after receiving the second dose of the vaccine. See additional information 
sent. An autopsy has been performed and results are pending. 

No prior vaccinations for this 
event. 

AXILLARY PAIN 
COVID19 (COVID19 
(MODERNA)) (1201)  

Cardiac arrest; Pain on her upper right chest; Lot of pain in lower abdomen; Pain underneath arm; Thought it 
was muscle aches; A spontaneous report was received from a nurse concerning a 92-year-old, female patient 
who received Moderna's COVID-19 Vaccine (mRNA-1273) and developed upper right chest pain and 
underneath the arm, severe abdominal pain, muscle aches and cardiac arrest. The patient's medical history 
was not provided Concomitant product use was not provided by the reporter. On 14 Jan 2021, approximately 
five days prior to the onset of the events, the patient received their first of two planned doses of mRNA-1273 

No prior vaccinations 
for this event. 



intramuscularly in the arm for prophylaxis of COVID-19 infection. On 19 Jan 2021, the patient developed 
upper right chest pain and pain underneath the arm. They thought it was muscle aches. Sometime later, the 
patient developed a lot of pain in the lower abdomen. The called emergency services and an ambulance 
arrived but the patient then suffered cardiac arrest. Treatment for the event included tramadol. Action taken 
with mRNA-1273 in response to the events was not applicable due to the patient was died. The patient died 
on 19 Jan 2021. The cause of death was reported as cardiac arrest. Autopsy were not provided.; Reporter's 
Comments: Company Comment: This case concerns a 92-year-old female patient who experienced 
unexpected serious events of cardiac arrest, upper right chest pain and underneath the arm, severe 
abdominal pain, muscle aches. The event occurred 5 days after the administration of the first dose of the 
vaccine mRNA-1273 vaccine (Lot #: unknown, expiration date-unknown). Although a temporal association 
exist between the events and the administration of the vaccine, in the absence of critical details such as the 
patient's medical history, any diagnostic test or autopsy result, adequate evaluation and assessment cannot 
be established. Main field defaults to æpossibly related' for all events.; Reported Cause(s) of Death: Cardiac 
arrest 

AXILLARY PAIN 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt received the vaccine on 1/30/21 Pt reported symptoms of left armpit pain to wife on 2/7/21, went to work 4 
am 2/8/21 and found face down, dead at work later that morning. Pt worked at a pet store, per wife he did 
complete his tasks and generally comes home by 7:30 am. Wife called when pt did not come back home and 
he was found dead. 

No prior vaccinations 
for this event. 

AXILLARY VEIN THROMBOSIS 
COVID19 (COVID19 
(MODERNA)) (1201)  

Several days after vaccination his left arm turned red. He was taken to the hospital where he was 
evaluated and admitted with a diagnosis of left axillary vein thrombosis. A chest X-ray was taken and he 

No prior vaccinations for 
this event. 



presented bibasilar atelectasis and pneumonia with pleural effusions. 

AXONAL AND DEMYELINATING POLYNEUROPATHY 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

92 year-old male with PMHx of vascular dementia, BPH, MDD, sleep disturbance , basal cell carcinoma of 
neck, osteoarthritis, BLE edema, Guillain-Barre syndrome 30 years prior, s/p COVID positive on 1/11/21 
and received IV Bamlanivimab. Sent to hospital on 2/2/21 for altered mental status, generalized weakness 
with inability to lift bilateral UE and difficulty moving his BLE. He was treated for UTI with 7 days of 
Cefepime for Morganella Morganii. He was followed by neurology with MRI of the brain and CT of the spine 
without acute findings. Lumbar puncture unable to be obtained. He received 5 day course of IVIG for 
presumed Guillain-Barre . EMG showed generalized sensory motor polyneuropathy both axon loss and 
demyelinating type severe in degree. However, he did not recover from his GBS symptoms, was 
transferred back to the nursing home and died on 2/15/2021. 

Influenza Vaccine 

AZOTAEMIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

presented to ED 1/9/21 with abdominal pain, progressive worsening weakness and fatigue and new onset 
A fib with RVR likely due to hypertensive urgency . Patient progressed clinically with severe hypoxia and 
transferred to ICU and started on BiPAP; progressive decline with decreased urinary output with uremia 
likely secondary to sepsis. Concern with patient worsening clinical decline, palliative care had been 
consulted on end of life care. Patient expired 1/17/21 

No prior vaccinations for 
this event. 

AZOTAEMIA COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

On 2/5/2021 resident noted to be azotemic. Creatinine up to 3.8 and BUN in 80's. He was started on NS 
hydration. On 2/7/2021 he was noted without VS, per MD notes, possible VF arrest, renal failure; death 
unclear exact cause. 

No prior vaccinations for 
this event. 

BACK PAIN 
COVID19 (COVID19 
(MODERNA)) (1201)  

"1-2-2021 10:30 PM Complained Right arm/back hurt - took Tylenol 1-3-2021 Complained Right arm hurt, 
dizzy 1-4-2021 Felt better - did laundry, daughter found her deceased at 3:30 pm. Dr. at hospital said it was 
""cardiac event"" according to death certificate." 

No prior vaccinations for 
this event. 

BACK PAIN 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient presented to our Emergency Department via EMS in full code status; asystole. Patient expired. Per 
nursing, husband stated patient awoke this AM and reported pain in back between shoulders and in bilateral 
shoulders. Patient then went unresponsive and husband called EMS. 

No prior vaccinations 
for this event. 

BACK PAIN 
COVID19 (COVID19 
(MODERNA)) (1201)  

1/24/21 0445- patient presents to the ED with complaints of neck pain, chest pain, and back pain for about a 
week. States also feels SOB, intermittent fever with temperature 100.3 on arrival. Patient was worked up for 
his cardiac type symptoms, found to have elevated WBC and CRP with no explanation. D-Dimer was 
elevated with CT showing no sign of PE. Patient was sent home from the ED with instructions to follow up 
with primary care and/or return if s/s worsen. 1/24/21 1705- patient is returned to the ED via ambulance after 
becoming unresponsive and some seizure like activity. Patient was intubated. Head CT showed large brain 

No prior vaccinations 
for this event. 



bleed that was irreparable and not compatible with life. Patient was also found with positive blood cultures x2 
with gram positive cocci in clusters growing after 9 hours. 

BACK PAIN 
COVID19 (COVID19 
(MODERNA)) (1201)  

Low Grade Temp, Persistent low back pain, Projectile Vomiting. No prior vaccinations for this event. 

BACK PAIN COVID19 (COVID19 (MODERNA)) (1201) 
 

EARLY SUNDAY MORNING THE PATIENT BEGAN VOMITTING AND SHORT OF BREATH AND CHEST 
AND BACK PAIN. SHE CODED WHEN SHE GOT IN THE ER AND LATER PASSED AWAY THE MONDAY. 
DIAGNOSIS WAS PNEUMONIA AND HEART FAILURE PER STEP DAUGHTER. 

No prior vaccinations 
for this event. 

BACK PAIN 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient became nauseated about 10 minutes after vaccine administered, this subsided but returned several 
hours after the vaccine was given. She continued with intractable nausea and vomiting for about 24 hours. 
This patient was enrolled in hospice and she continued to decline and refused to eat or drink. She was taking 
Ibuprofen due to intractable back pain. Her emesis was coffee ground color. After this her condition continued 
to decline until her death 

No prior vaccinations 
for this event. 

BACK PAIN 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt received second Moderna Vaccination on 2/21/21 at 1:00 pm at Pharmacy. Pt present on 2/22/21 to ER via 
ambulance at 1940. Upon presentation C/C hypotension Post COVID vaccine. Nurse notes states that Home 
Health nurse sent patient to ER secondary to hypotension and hyperglycemia. Pt states back ached and was 

No prior vaccinations 
for this event. 



holding his head. Nurse noted pt had random petechiae over body and bruising to abdomen following 
injections received during recent hospitalization. (unknown hospitalization). Patient was treated with IVF bolus 
in addition to initiating Dopamine for hypotension, patient became agonal and daughter at bedside presented 
Adv. Directive, pt was DNR. Pt pronounced time of death was 2110pm. (Pt only reported a sore shoulder 
secondary to vaccine). 

BACK PAIN 
COVID19 (COVID19 
(MODERNA)) (1201)  

2/12/2021 woke up with sore arm and back. 2/13/2021 woke up with headache around 1am. Headache 
and nausea all morning. Mid-late afternoon started having seizures. Admitted to Hospital 2/15/2021 
expired. Reported per wife on 2/25/2021. 

No prior vaccinations for 
this event. 

BACK PAIN 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

muscle aches-increased pain to lower back No prior vaccinations for this event. 

BACK PAIN COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

1-12-21 Resident is complaining of heart pain. Resident blood pressure is 228/105. 1-22-21 Dx UTI 1-13-21 
His nurse called MD at approximately 0645, reported to him that it was reported to this nurse that resident 
has not slept in 2 days and night, has an increased blood pressure, reports severe pain in lower back, and 
appears to be uncomfortable Resident is able to verbalize his pain and where it is at, but is unable to 
explain the quality of the pain or give a number on the 0/10 pain scale. 

No prior vaccinations for 
this event. 

BACK PAIN COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

Same day as vaccination given, developed pain went from arm up to shoulder, to back, to neck 
to head - right side of body; chills/body aches 

No prior vaccinations for this event. 

BACK PAIN 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Pt received dose #1 of COVID-19 vaccine (Pfizer-BioNTech) on 12/18/20 and dose #2 ( Pfizer-BioNTech) 
on 1/8/21. On 1/30, patient was evaluated at urgent care due to back pain. No bloodwork done; 
metronidazole prescribed for 7 days. On 2/8, patient was admitted to outside hospital due to ongoing 
symptom progression. At time of admission, hgb 5 g/dL and plt 9k. Per Dr. (hematology/oncology), pt with 
schistocytes, LDH 1500, and elevated reticulocyte count consistent with thrombotic thrombocytopenic 
purpura (TTP). SCr >2 mg/dL. Patient immediately treated with plasma exchange and steroids, however 
continued to decline. Patient expired on 2/14/21. 

No prior vaccinations for 
this event. 

BACK PAIN 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Resident complained about back pain in the middle of the night and when they went to do a blood 
pressure examination, she passed away at 2:40 am. 

No prior vaccinations for this 
event. 

BACTERAEMIA 
COVID19 (COVID19 
(MODERNA)) (1201)  

Death within 30 days: Admit 2/8/21-2/13/21 s/p fall with left hip fracture (repaired), severe debility with 
recurrent falls discharged to SNF. Not doing well postop at the SNF, brought to ED due to failed foley 
insertion with bright red blood upon arrival to ER febrile, hypotensive, tachycardic, severe sepsis. Gran 

No prior vaccinations for 
this event. 



negative bacteremia likely from chronic ascites, family decided on comfort care and he expired within hours 
of admission. 

BACTERAEMIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Patient received her first covid vaccine on 1/27/21. on 1/30/21 she presented to the emergency 
department complaining of nausea, she had a negative work up, felt better and was sent home. on 2/5/21 
she returned to the emergency department more ill-appearing and complaining of ""feeling sick"". she had 
fatigue, chills, decrease in activity level. her work up at this visit revealed multiple metabolic abnormalities, 
sepsis and bacteremia. She ultimately passed away at this visit with at cause of death listed as acute liver 
failure, pneumonia, and DIC>" 

No prior vaccinations for 
this event. 

BACTERIAL TEST NEGATIVE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Narrative: Patient seen in ED 1-17-21 with c/c of ""bloated with epigastric pain"". Patient with complicated 
medical history including stage 1B pancreatic cancer (was currently on chemotherapy mFOLFIRINOX), and 
a leadless permanent pacemaker implantation on 1-11-21 for long episodes of SR with complete heart 
block following symptoms of syncope (other cardiac history: CAD s/p CABG 2009, PAF, and HTN). 
Regarding ER visit for epigastric pain, nothing notable was found on workup and patient was to discharge 
home to rest. There were available doses of COVID-19 Vaccine following a vaccine clinic that same day, 
and patient was offered and agreed to a dose of vaccine. Patient was monitored for 15 minutes post 
vaccine with no notable issues. The following day, Monday 1-18-21, patient's caregiver called facility at 
22:30 to report he had a fever of 102.8 degrees and that he had been ""feeling kind of bad all day"". Patient 
was advise to seek urgent medical care and reported back to ED on 1-19-21 at 00:55. Patient wasd 

No prior vaccinations for 
this event. 



admitted for SIRS (tachycardia and febrile) -- patient also reported diffuse myalgia. WBC WNL, CXR 
unremarkable for infection, UA neg for bacteria, LFTs WNL, blood cultures negative. Procalcitonin elevated 
at 17.8 -- suggesting inflammatory response. Patient initially reported feeling better on the morning of 1-19-
21, but around 13:00 began rapidly declining (confusion, unable to walk) and started experiencing EKG 
changes (9 beats of SVT). Patient then coded and resuscitation was attempted for approximately 30 
minutes. Patient did not survive the code. Coroner has been notified and family is considering autopsy at 
time of this report." 

BACTERIAL TEST NEGATIVE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"In discussion with Dr., medical director at Detox, she arrived night of 2/3/21 was quite intoxicated so was not 
going through any withdrawal. She was getting vitals and CIW checked regularly. First dose of 
chlordiazepoxide 25mg was 2/4 at 1:25pm for CIWA 9. She had repeat vitals at 5:50pm, CIWA 1, vitals: P 67, 
118/79, 94% on RA, T 98.3. she had complained of some ""pressure in her head"" and feeling anxious, but 
otherwise denied other complaints. she was talking with others in the group, then other patients report she 
suddenly started having seizure like activity around 6:45pm, med techs came to help and found her stiff, 
gurgling. they tried to get vitals on her, called 911, noticed that at 6:54pm she had lost a pulse and they 
started CPR. paramedics arrived at 7:08pm and she was brought to ED. Pt BIBA in cardiac arrest. Pt was at 
Detox Center when she was reported to have seizure-like activity followed by collapse. She was found to be 
pulseless and CPR initiated by staff members. EMS arrived and performed approx 15 min of CPR and gave pt 
epi x 3 and bicarb. No shocks administered but they did not report a rhythm. In the emergency room the 
patient arrived and was found to be pulseless with PEA arrest, CPR was initiated, patient was intubated. 
ROSC ultimately achieved, patient remained very acidotic despite ventilator adjustment, head CT revealed 
cerebral edema. Pt also found to be profoundly anemic with a hemoglobin of 5 and platelets of 37, she was 
thought to be GI bleeding so medications for this were initiated. Patient then became more hypoxemic with 
bradycardia, consultation with neurosurgery and critical care medicine at tertiary care center deemed ongoing 

No prior vaccinations 
for this event. 



CPR futile. Patient arrested at 2:30AM on 2/5, pronounced dead at 2:48AM." 

BACTERIAL TEST POSITIVE 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient presented to Vaccine clinic 1/12/21 to receive COVID vaccination. Patient denied any ill feeling, no 
fever, cleared for vaccination. Is chronically SOB due to COPD, but patient reported no different than usual. 
Presented to the ED the next day c/o SOB and weakness for the last week. Patients condition ultimately 
declined over the next few days and died 01/21/21 from pneumonia (not COVID). Patient did admit she lied 
about her symptoms on the day of vaccination to get the shot. 

No prior vaccinations 
for this event. 

BACTERIAL TEST POSITIVE 
COVID19 (COVID19 
(MODERNA)) (1201)  

"02/08/21--2 days after vaccine--Resident stated that she ""didn't feel good"" (She is developmentally 
delayed and less able to communicate how she feels than those in the community) and stopped eating 
most foods; also had fatigue. Vitals, coloring, & behavior were normal. 02/09/21--Belly was firm and mildly 
distended (although she stated it didn't hurt); she coded this evening and CPR was performed before EMT 
could transport her to the hospital. 02/10/21--Resident passed." 

No prior vaccinations for 
this event. 

BACTERIAL TEST POSITIVE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient is a 90-year-old female. She is a nursing home resident with and ongoing COVID 19 outbreak 
occurring . She has been diagnosed with corona virus on 1/4/21. She apparently has not eaten or drank 
anything in about a week. She was being hydrated at the nursing home with normal saline, but has failed to 
improve. She was sent to the ER and was admitted on 1/8/21 to hospital At no time during the hospital stay 
has she been more than minimal responsive. She need O2 for Comfort but on CXR and CT 

No prior vaccinations for 
this event. 



cardiopulmonary imagining was clear. Discharge note stated that he was requiring supplemental oxygen, 
but her chest x-ray on admission actually showed no acute cardiopulmonary disease. She was diagnosed 
with COVID-19 on 1/4/21. Most likely, this disease set her level of function back to the point that she was no 
longer eating and drinking, and she just overall rapidly declined after that. There was no evidence of an 
actual COVID pneumonia or pneumonitis. On 1/12/2021 family made patient a DNR and IVF were stopped 
and switched to comforted care. Patient expired 1/13/21 

BACTERIAL TEST POSITIVE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Narrative: See ""Other Relevant History"" in Section 6 above Other Relevant Hx: 76yo man with a history of 
for C5 tetraplegia 2/2 cervical stenosis leading to neurogenic bowel/bladder (chronic suprapubic catheter) 
and chronic respiratory failure with tracheostomy, severe dysphagia s/p G tube placement and multiple 
aspiration pneumonias, COPD GOLD III, hx MRSA bacteremia (7/2018) and E coli bacteremia (12/2019). 
Patient transferred from Spinal Cord Injury until to ICU on 1/11/2021 due to worsneing dyspnea, hypoxia 
(80s) and tachycardia and was found to have acute hypoxic respiratory failure likely 2/2 multifocal 
pneumonia. CXR findings of ""There is interval increase in patchy airspace infiltrates and consolidation in 
bilateral lungs concerning for pneumonia"" Patient was started on vancomycin and pip/tazo on 1/11 and 
tracheal aspirate cultures were obtained for VAP diagnosis which ultimately grew Serratia liquifaciens and 
Proteus mirabilis. Infectious Diseases was consulted who recommended a switch to ertapenem therapy for 
a total 10 day course for VAP. UCx/BCx remained negative. On 1/20, a therapeutic bronchoscopy was 
completed with cultures growing Stenotrophomonas maltophilia and pan-S Klebsiella pneumoniae. The 
following day a chest tube was inserted and the course of ertapenem completed but vancomycin was 
continued. By 1/22, patient developed shock liver with ALT/AST 2135/1579 from normal range the day prior 
and SCr increased to 1.3 from baseline 0.7/cystatin C of 2.46 up from 1.15. Levofloxacin was added for 
Stenotrophomonas coverage. By 1/25, patient's clinical status continued to decline and Cardiology was 
consulted for new onset Afib with RVR. Discussion was documented with patient's family who requested 

No prior vaccinations for 
this event. 



DNR. Patient passed away in the early AM on 1/26. Demise does not appear to be related to COVID-19 
vaccination but occurred in recent timeframe. Symptoms: ElevatedLiverEnzymes & death, pneumonia, afib" 

BACTERIAL TEST POSITIVE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, c/o 
some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal labs 
(see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP that day 
labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into full cardiac 
arrest and CPR was started. -Please see HPI above, in addition after intubation the patient coded again. More 
epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and targeted temperature 
management was pursued. He is placed on a lidocaine drip and a right femoral central line was placed by 
myself. At this time, norepinephrine drip was initiated given his continued hypotension. Post intubation chest x-
ray suggests possible abdominal pathology and once the patient was stabilized further, he was sent to the CT 
scanner where CT head without IV contrast and CT chest, abdomen and pelvis with IV contrast was obtained. 
He did lose pulses once in the radiology suite. This was brief. IV fluids were initiated and he received over 2 L 
of crystalloid therapy. He continued to be hypotensive in the emergency department and vasopressin was 
added. He also had a single dose of Neo-Synephrine and IV push fashion to help bring his blood pressure up. 
CT scan reveals probable bilateral aspiration pneumonia/pneumonitis and dilated loops of small bowel without 
a transition point and pneumatosis involving loops in the left upper quadrant. I did try to initiate consult with 
critical care and possible transfer, however he continued to be unstable and coded requiring CPR multiple 
times. He was given IV bicarbonate given his prolonged CPR state and pH. Ultimately, the family decided to 
make the patient comfort measures only given his critical illness. Shortly after making this decision he did pass 
away in the emergency department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report 
Impression - Status: SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for 
portal venous gas which can be seen in the setting of bowel ischemia. Consider CT for further evaluation 

No prior vaccinations 
for this event. 



and/or surgical consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild 
patchy perihilar opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: 
MD CT SCAN - CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM Impression 
By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: SIGNED 
Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper lobes, right 
middle lobe, in consolidative opacities within bilateral lower lobes which could represent aspiration, and/or 
multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small bowel without a 
transition point and mucosal hyperenhancement involving the colon with areas of pneumatosis involving loops 
of small bowel within the left upper quadrant and portal venous air consistent with hypoperfusion complex. 
There is a small caliber appearance of the aorta and a flattened appearance of the IVC is well. 4. Intravascular 
air within the IVC and bilateral iliac veins could be secondary to right femoral central lying injection. 5. 
Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement of the medullary pyramids 
which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib fractures on the right at ribs 2 
through 

BALANCE DISORDER 
COVID19 (COVID19 
(MODERNA)) (1201)  

on 1/13/2021 at 3:40am Cliff called for assistance. He lost his balance and had fallen. Cliff refused 
vitals, refused emergency department, denied hitting his head. As the day progressed patient 
developed a headache, diarrhea, and vomiting. He again declined the offer for the emergency room. At 
supper time wife and staff found Cliff unresponsive, 911 was called and he was taken to the 
emergency department. The ER did a CT scan and found an acute subdural hematoma. Patient was 
placed on comfort cares and expired at 3pm on 01/14/2021. Cliff did not have a history of falls. 

Influenza vaccine 10/06/2020, 
age 88, fever, chills, vomiting, 
malaise 

BAND NEUTROPHIL PERCENTAGE COVID19 (COVID19 
 



(PFIZER-BIONTECH)) (1200) 

Narrative: Patient received COVID/Pfizer #1 2/10/21 in L deltoid. (Patient home bound). On 2/12/21 
reported left flank rash. 2/13 rash spread to entire abdomen/chest and UEs. Continued with fluctuations in 
BP/HR, fluid retention. On 2/16 labs ordered and Medrol dose pack. seen in home on 2/19 by MD - RUE 
swelling; diffuse rash over entire body; additional labs ordered (order to home infusion company). Patient 
passed in AM of 2/20/21. Reported no urine output the prior evening. Additional labs not performed due to 
death of patient prior to lab company arrival. 

No prior vaccinations for 
this event. 

BAND NEUTROPHIL PERCENTAGE DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt had witnessed arrest by wife. Pt wife started CPR and called EMS. CPR started at 15:12. Continued by 
EMS. Pt arrived to medical center asystole with CRP in progress and ventilated via igel device. He was in 
refractory ventricular fibrillation and continued CPR for a total of 1 hour. At that point, we checked a 
bedside ultrasound which showed his heart at a standstill. He was unresponsive to verbal and tactile 
stimulus and had fixed unreactive pupils. He was pronounced at 16:13. 

No prior vaccinations for 
this event. 

BANDAEMIA 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"shortness of breath, chest xray with pulmonary edema, periorbital edema Narrative: 73 yo M w/ PMH HTN, 
HLD, EVAR (2013) for AAA c/b persistent type II endoleak s/p multilple repairs (2015 & 2017) c/b glue 
embolization down into the R CIA secured with additional stent placement with the R iliac limb, s/p b/l Iliac 
artery aneurysm stent 08/31/20, and PTSD. Former smoker, quit 12+ yrs ago. 11/1/20-11/6/20: Hospitalized 
for acute on chronic back pain, found to multiple hypermetabolic lesions in the axial skeleton. Diagnosed with 
epithelioid angiosarcoma. Patient discharged to facility. 12/17/20: Patient received his 1st COVID-19 vaccine 

No prior vaccinations 
for this event. 



w/o complications at facility. 12/21/20: Underwent cyberknife treatment. 12/31/20: Transferred from facility to 
ER for new O2 requirement, SOB, cough, chest X ray / pulm edema, tachycardic and new periorbital edema. 
12/31/20: Admitted to ICU before transfer to acute care. 1/1/21: Pulmonary consult, ""Labs are notable for 
progressive left shift with bandemia, markedly elevated inflammatory markers (D-dimer, ESR, CRP, ferritin, 
LDH), mild elevation in procalcitonin, mild elevation in lactate that has improved, and negative viral panel 
including COVID-19 x2. CT chest is notable for b/l GGOs along with some interstitial infiltrates with an upper 
and particularly mid zone and perihilar predominance, septal thickening and crazy paving, and numerous 
cystic lesions or pneumatoceles. There is a lack of lobar consolidation and pulmonary nodules. Of note, 
PET/CT about 2 months ago only demonstrated some mild to moderate emphysema mostly in the upper 
lobes. Therefore, there has been a relatively dramatic change in a few months, suggesting a more subacute 
process, rather than an acute infectious process such as a viral pneumonia, including COVID-19 infection, in 
which the GGOs tend to be subpleural and peripheral. Overall, our suspicion for COVID-19 is relatively low, 
with negative testing x2 yesterday, negative testing a few weeks ago, and lack of sick contacts, but it is 
possible. Therefore, higher on the differential is a more subacute infection or chemotherapy-induced 
pneumonitis. Risk factors include malignancy, chemotherapy, and use of steroids (equivalence of about 27 mg 
of Prednisone in the form of Dexamethasone since 11/6/20 without PJP prophylaxis). These risk factors, along 
with consistent imaging and elevated LDH, make PJP quite likely. Fungal infection is less likely based on 
imaging. Chemotherapy-induced pneumonitis is a possibility, especially given the more subacute picture 
based on imaging. Both Gemcitabine and Docetaxel can cause pneumonitis. However, the patient has been 
on steroids, which is used to treat drug-induced pneumonitis, although this does not exclude it completely."" 
1/2/21: Transferred to ICU for worsening hypoxemia as patient reached 40L/100% FIO2 and remained on 
COVID isolation/COVID patient under investigation per ID recommendation. 1/4/21: Isolation precautions 
discontinued due to lower suspicion for active COVID infection to explain current presentation 1/6/21: Went 
into atrial fibrillation w/o RVR overnight 1/6. Tolerating, with MAPs in low 60s and HR in high 90s/low 100s. 
Suspect due to being-1L yesterday from diuresis, lasix stopped. S/p amiodarone bolus + drip, albumin 5% 
bolus 1/5/21: Macrocytic anemia NOS w/ slowly worsening H/H s/p PRBC x 1 unit 1/7/21: Per ICU Life-
sustaining treatment note, ""Following discussion w/ patient that his lung dx has been refractory to txt and 
hasn't improved despite maximal therapy, patient agreed to transition to hospice after he settles affairs. "" 



1/7/21 Infectious Disease note: ""This is an immunocompromised host due to cancer on active chemotherapy 
(albeit ANC>4000 on admission) and notably had been on daily PO dexamethasone 1 mg TID (total daily 
dose 3 mg, equivalent to 20 mg PO prednisone) since 11/6/20 without any PJP ppx. There was elevated c/f 
COVID-19 infection in setting of patient's presenting symptoms, especially in conjunction with b/l GGOs on 
imaging. Has undergone multiple COVID test that have all resulted negative. Discussed radiographic findings 
with radiology colleagues, and overall, it is difficult to definitively narrow the differential with imaging alone, but 
overall density of GGOs seem to appear less likely PJP and more in line with chemical pneumonitis vs 
COVID, although less typical for viral pneumonia as well. Given false-negative COVID tests are not unheard 
of, especially in the immunocompromised population, patient was kept on isolation precautions as a PUI for 
abundance of caution. He is now off precautions. In setting of patient having been on prednisone for some 
time without PJP ppx, he was also started on treatment dose TMP/SMX. Beta-d-glucan has returned positive, 
and although not the ideal test for PJP, this can certainly support a potential dx of PJP. Unfortunately, DFA 
from sputum was not performed due to insufficient sample and currently the patient is unable to produce an 
additional sample for testing. He is tolerating the high-dose TMP/SMX; we adjusted the dose to three SS 
tablets TID based on his somewhat declining UOP. Other fungal etiologies are pending work-up as well. 
Lastly, patient's chemotherapy is known to cause pneumonitis, but per pulmonology team, he receives 
prophylactic dexamethasone with his chemo cycles that should help to prevent drug-induced pneumonitis. 
Remains on the differential for now and this should also be concurrently treated with the steroids he is 
receiving."" 1/10/21: Comfort care initiated. All non-comfort measures were discontinued. Time of death: Jan 
10,2021@14:56; immediate cause of death per death note is ""hypoxic respiratory failure""" 

BASAL GANGLIA STROKE 
COVID19 (COVID19 
(MODERNA)) (1201)  

Hemorrhagic Stroke, Right Basal Ganglion No prior vaccinations for this event. 

BASE EXCESS COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 



2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, 
c/o some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal 
labs (see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP 
that day labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into 
full cardiac arrest and CPR was started. -Please see HPI above, in addition after intubation the patient 
coded again. More epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and 
targeted temperature management was pursued. He is placed on a lidocaine drip and a right femoral central 
line was placed by myself. At this time, norepinephrine drip was initiated given his continued hypotension. 
Post intubation chest x-ray suggests possible abdominal pathology and once the patient was stabilized 
further, he was sent to the CT scanner where CT head without IV contrast and CT chest, abdomen and 
pelvis with IV contrast was obtained. He did lose pulses once in the radiology suite. This was brief. IV fluids 
were initiated and he received over 2 L of crystalloid therapy. He continued to be hypotensive in the 
emergency department and vasopressin was added. He also had a single dose of Neo-Synephrine and IV 
push fashion to help bring his blood pressure up. CT scan reveals probable bilateral aspiration 
pneumonia/pneumonitis and dilated loops of small bowel without a transition point and pneumatosis 
involving loops in the left upper quadrant. I did try to initiate consult with critical care and possible transfer, 
however he continued to be unstable and coded requiring CPR multiple times. He was given IV bicarbonate 
given his prolonged CPR state and pH. Ultimately, the family decided to make the patient comfort measures 
only given his critical illness. Shortly after making this decision he did pass away in the emergency 
department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for portal venous gas 
which can be seen in the setting of bowel ischemia. Consider CT for further evaluation and/or surgical 
consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild patchy perihilar 
opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: MD CT SCAN 
- CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM 
Impression By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: 

No prior vaccinations for 
this event. 



SIGNED Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper 
lobes, right middle lobe, in consolidative opacities within bilateral lower lobes which could represent 
aspiration, and/or multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small 
bowel without a transition point and mucosal hyperenhancement involving the colon with areas of 
pneumatosis involving loops of small bowel within the left upper quadrant and portal venous air consistent 
with hypoperfusion complex. There is a small caliber appearance of the aorta and a flattened appearance of 
the IVC is well. 4. Intravascular air within the IVC and bilateral iliac veins could be secondary to right femoral 
central lying injection. 5. Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement 
of the medullary pyramids which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib 
fractures on the right at ribs 2 through 

BASOPHIL COUNT 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Narrative: Patient received COVID/Pfizer #1 2/10/21 in L deltoid. (Patient home bound). On 2/12/21 
reported left flank rash. 2/13 rash spread to entire abdomen/chest and UEs. Continued with fluctuations in 
BP/HR, fluid retention. On 2/16 labs ordered and Medrol dose pack. seen in home on 2/19 by MD - RUE 
swelling; diffuse rash over entire body; additional labs ordered (order to home infusion company). Patient 
passed in AM of 2/20/21. Reported no urine output the prior evening. Additional labs not performed due to 
death of patient prior to lab company arrival. 

No prior vaccinations for 
this event. 

BASOPHIL COUNT INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, c/o 
some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal labs 

No prior vaccinations 
for this event. 



(see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP that day 
labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into full cardiac 
arrest and CPR was started. -Please see HPI above, in addition after intubation the patient coded again. More 
epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and targeted temperature 
management was pursued. He is placed on a lidocaine drip and a right femoral central line was placed by 
myself. At this time, norepinephrine drip was initiated given his continued hypotension. Post intubation chest x-
ray suggests possible abdominal pathology and once the patient was stabilized further, he was sent to the CT 
scanner where CT head without IV contrast and CT chest, abdomen and pelvis with IV contrast was obtained. 
He did lose pulses once in the radiology suite. This was brief. IV fluids were initiated and he received over 2 L 
of crystalloid therapy. He continued to be hypotensive in the emergency department and vasopressin was 
added. He also had a single dose of Neo-Synephrine and IV push fashion to help bring his blood pressure up. 
CT scan reveals probable bilateral aspiration pneumonia/pneumonitis and dilated loops of small bowel without 
a transition point and pneumatosis involving loops in the left upper quadrant. I did try to initiate consult with 
critical care and possible transfer, however he continued to be unstable and coded requiring CPR multiple 
times. He was given IV bicarbonate given his prolonged CPR state and pH. Ultimately, the family decided to 
make the patient comfort measures only given his critical illness. Shortly after making this decision he did pass 
away in the emergency department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report 
Impression - Status: SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for 
portal venous gas which can be seen in the setting of bowel ischemia. Consider CT for further evaluation 
and/or surgical consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild 
patchy perihilar opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: 
MD CT SCAN - CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM Impression 
By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: SIGNED 
Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper lobes, right 
middle lobe, in consolidative opacities within bilateral lower lobes which could represent aspiration, and/or 
multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small bowel without a 



transition point and mucosal hyperenhancement involving the colon with areas of pneumatosis involving loops 
of small bowel within the left upper quadrant and portal venous air consistent with hypoperfusion complex. 
There is a small caliber appearance of the aorta and a flattened appearance of the IVC is well. 4. Intravascular 
air within the IVC and bilateral iliac veins could be secondary to right femoral central lying injection. 5. 
Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement of the medullary pyramids 
which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib fractures on the right at ribs 2 
through 

BASOPHIL COUNT NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital by 
ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. DNR 
status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

No prior vaccinations 
for this event. 

BASOPHIL COUNT NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

From CT Scan in ED at 7:40 pm on 1/25/2021 -- There is a large intraparenchymal hemorrhage with 
Surrounding vasogenic edema within the left occipital lobe. There is additional subdural hemorrhage 
layering along the left frontal, temporal and parietal convexity which may be decompressing from the area 
of intraparenchymal hematoma. No visualized intraventricular hemorrhage.There is some trace hemorrhage 
layering along the left tentorium cerebelli. Severe associated mass effect with left-to-right midline shift of 2.1 
cm. There is subfalcine and downward transtentorial herniation with complete effacement of the basilar 
cisterns. Evaluation of the craniocervical junction is limited due to beam hardening artifact. Near-complete 
effacement of the left lateral ventricle. No head trauma or fall. Deceased 1/26/2021 

No prior vaccinations for 
this event. 

BASOPHIL COUNT NORMAL COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

Pt had witnessed arrest by wife. Pt wife started CPR and called EMS. CPR started at 15:12. Continued by 
EMS. Pt arrived to medical center asystole with CRP in progress and ventilated via igel device. He was in 
refractory ventricular fibrillation and continued CPR for a total of 1 hour. At that point, we checked a bedside 
ultrasound which showed his heart at a standstill. He was unresponsive to verbal and tactile stimulus and had 
fixed unreactive pupils. He was pronounced at 16:13. 

No prior vaccinations 
for this event. 

BASOPHIL PERCENTAGE 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital by 
ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. DNR 
status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

No prior vaccinations 
for this event. 

BASOPHIL PERCENTAGE 
COVID19 (COVID19 
(MODERNA)) (1201)  

From CT Scan in ED at 7:40 pm on 1/25/2021 -- There is a large intraparenchymal hemorrhage with 
Surrounding vasogenic edema within the left occipital lobe. There is additional subdural hemorrhage 
layering along the left frontal, temporal and parietal convexity which may be decompressing from the area 
of intraparenchymal hematoma. No visualized intraventricular hemorrhage.There is some trace hemorrhage 
layering along the left tentorium cerebelli. Severe associated mass effect with left-to-right midline shift of 2.1 
cm. There is subfalcine and downward transtentorial herniation with complete effacement of the basilar 
cisterns. Evaluation of the craniocervical junction is limited due to beam hardening artifact. Near-complete 
effacement of the left lateral ventricle. No head trauma or fall. Deceased 1/26/2021 

No prior vaccinations for 
this event. 

BASOPHIL PERCENTAGE COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

Pt had witnessed arrest by wife. Pt wife started CPR and called EMS. CPR started at 15:12. Continued by 
EMS. Pt arrived to medical center asystole with CRP in progress and ventilated via igel device. He was in 
refractory ventricular fibrillation and continued CPR for a total of 1 hour. At that point, we checked a bedside 
ultrasound which showed his heart at a standstill. He was unresponsive to verbal and tactile stimulus and 
had fixed unreactive pupils. He was pronounced at 16:13. 

No prior vaccinations for 
this event. 

BASOPHIL PERCENTAGE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Narrative: Patient received COVID/Pfizer #1 2/10/21 in L deltoid. (Patient home bound). On 2/12/21 
reported left flank rash. 2/13 rash spread to entire abdomen/chest and UEs. Continued with fluctuations in 
BP/HR, fluid retention. On 2/16 labs ordered and Medrol dose pack. seen in home on 2/19 by MD - RUE 
swelling; diffuse rash over entire body; additional labs ordered (order to home infusion company). Patient 
passed in AM of 2/20/21. Reported no urine output the prior evening. Additional labs not performed due to 
death of patient prior to lab company arrival. 

No prior vaccinations for 
this event. 

BASOPHIL PERCENTAGE INCREA SED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"In discussion with Dr., medical director at Detox, she arrived night of 2/3/21 was quite intoxicated so was not 
going through any withdrawal. She was getting vitals and CIW checked regularly. First dose of 
chlordiazepoxide 25mg was 2/4 at 1:25pm for CIWA 9. She had repeat vitals at 5:50pm, CIWA 1, vitals: P 67, 
118/79, 94% on RA, T 98.3. she had complained of some ""pressure in her head"" and feeling anxious, but 
otherwise denied other complaints. she was talking with others in the group, then other patients report she 
suddenly started having seizure like activity around 6:45pm, med techs came to help and found her stiff, 

No prior vaccinations 
for this event. 



gurgling. they tried to get vitals on her, called 911, noticed that at 6:54pm she had lost a pulse and they 
started CPR. paramedics arrived at 7:08pm and she was brought to ED. Pt BIBA in cardiac arrest. Pt was at 
Detox Center when she was reported to have seizure-like activity followed by collapse. She was found to be 
pulseless and CPR initiated by staff members. EMS arrived and performed approx 15 min of CPR and gave pt 
epi x 3 and bicarb. No shocks administered but they did not report a rhythm. In the emergency room the 
patient arrived and was found to be pulseless with PEA arrest, CPR was initiated, patient was intubated. 
ROSC ultimately achieved, patient remained very acidotic despite ventilator adjustment, head CT revealed 
cerebral edema. Pt also found to be profoundly anemic with a hemoglobin of 5 and platelets of 37, she was 
thought to be GI bleeding so medications for this were initiated. Patient then became more hypoxemic with 
bradycardia, consultation with neurosurgery and critical care medicine at tertiary care center deemed ongoing 
CPR futile. Patient arrested at 2:30AM on 2/5, pronounced dead at 2:48AM." 

BEDRIDDEN 
COVID19 (COVID19 
(MODERNA)) (1201)  

Got vaccine on 1/15/21. He was tired right away, bedridden the next 3 days. He couldn't breathe so he was 
taken by ambulance on 1/18/21. He was in hospital for several days. put on remdesivir cocktail for 10 days. 
Slowly getting worse and died in hospital on 1/30/21. 

No prior vaccinations for 
this event. 

BEDRIDDEN 
COVID19 (COVID19 
(MODERNA)) (1201)  

He developed a fever on 1/8, become unable to swallow and bedbound. He was already end of life 
and Hospice care at the time of the vaccine. 

No prior vaccinations for this 
event. 

BILEVEL POSITIVE AIRWAY PRESSURE 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient reported feeling weak, fatigue, fever (102), and loss of appetite. Patient subsequently went to the ER No prior vaccinations 



2/6/2021 and tested positive for COVID-19 on 2/7/21 (collection date). See following discharge summary from 
ED: 82 y.o. female who initially presented to the ED with complaint of generalized weakness, fatigue, fever, 
and loss of appetite x at least 4 days since receiving Covid 19 vaccine. Her workup in the emergency room 
was significant for hypoxia with 02 saturation 88% on 2LPM (home nocturnal 02 requirement) with 
improvement to mid-90s on 4LPM. Blood sugar was 47, Cr 1.61. CXR showed extensive R lung and 
moderate left lung opacities. She was started on empiric ceftriaxone and azithromycin and admitted to the 
hospitalist service for further workup and mgmt. During her stay in the hospital, pt did test positive for Covid 
19. She developed rapidly progressive respiratory failure, felt to be secondary to ARDS. There was also 
question of contributing pulmonary edema, however this was refractory to lasix and thus ARDS was felt to be 
the most significant factor. She had requested DNR/DNI status, thus as her 02 requirement escalated she 
was transitioned to 15LPM NRB and then to BiPAP support. Unfortunately, she continued to suffer greatly 
with the BiPAP in place, and therefore made the decision to transition herself to comfort measures only after 
visitation from her family. Her other medical issues were supported as appropriate during her stay, with 
dextrose infusion for hypoglycemia and AKI, also hyponatremia felt to be due to IVVF. Unfortunately, am 
unable to find any documentation regarding how pt was feeling when she received the vaccine compared to 
her baseline state of health. thus am unable to say whether the severity of her illness represents vaccine¡ 
enhanced disease or the much more common cytokine release syndrome leading to ARDS. Regardless, she 
developed ARDS as result of her Covid 19 illness. Time of death: 1408 on 2/9/21. Cause of death: ARDS due 
to Covid 19 pneumonia. 

for this event. 

BILEVEL POSITIVE AIRWAY PRESSURE 
COVID19 (COVID19 
(MODERNA)) (1201)  

Per ED note: Brought in ED by EMS at 1945 for acute shortness of breath and hypotension. Patient was 
placed on supplemental oxygen and covid test completed. Patient was placed on BiPAP to maintain oxygen 
greater than 90%. Found to be in metabolic acidosis. Patient became unresponsive and pulse could not be 
palpated. Chest compressions were initiated. ACLS medications given and pulses regained. Patient lost pulse 

No prior vaccinations 
for this event. 



30 mins later and never regained pulse. Per ED noted; likely developed a PE. Passed away at 2127 

BILEVEL POSITIVE AIRWAY PRESSURE 
COVID19 (COVID19 
(MODERNA)) (1201)  

loss of consciousness;febrile Narrative: Patient received his 2nd vaccine at 10am 2/17. That evening he felt 
subjectively febrile and then suffered a ground level fall at 0400 on 2/18. He did not lose consciousness or 
injure his head. EMS was contacted and assisted him into bed. At 0600, wife noted increased work of 
breathing, which prompted another EMS call, who found him hypoxic with fever of 106. He was transported 
to a community hospital, where he was found to have temp 102.9 and blood pressure in 70s-80s systolic. 
He was transferred to hospital at 1300 on 2/18/21, requiring norepinephrine for pressure support after fluid 
resuscitation. He c/o stiffness and soreness all over but presenting ROS was otherwise negative. Patient 
was treated with 4L IV fluids and vancomycin and piperacillin/tazobactam at the outside ER. Here at the 
hospital he was treated with vancomycin, piperacillin/tazobactam and levofloxacin along with IV fluids and 
norepinephrine. Despite this he had several fevers with Tmax 103.5F the night of 2/18-2/19 and he required 
norepinephrine plus vasopressin overnight to maintain blood pressure. Piperacillin/Tazobactam was 
discontinued in favor of meropenem. His last fever was at 6am on 2/19. ID consult was obtained 2/19/21 
and vancomycin and levofloxacin were weaned off. Ultimately his blood pressure improved and he was 
weaned off of all vasopressors the morning of 2/20. Notably, he never developed severe hypoxemia at rest 
while in the ICU, but did require BiPAP non-invasive ventilation at night instead of his usual CPAP to keep 
his oxygen levels > 90% while sleeping and additionally had desaturations into the low 80% range with 
exertion from which he was slow to recover. His oxygen saturation was >90% on 30-40% FiO2 via aerosol 
mask overnight and 3L (his current baseline) NC during the day. He was transferred out of the ICU on 2/21 
based on hemodynamic improvement, stable oxygenation, and improved mentation and symptoms. 
Unfortunately, on the morning of 2/22/21, patient had an abrupt change in status and was found to be 
unresponsive with hypercarbic respiratory failure and hypotension. ABG during this event was 7.16/121/65. 
BiPAP was initiated as patient's code status was DNR/DNI. CXR with no significant change from 2/18/21. 
CT of head without contrast was negative for acute processes. Based on lack of rapid improvement, the 

No prior vaccinations for 
this event. 



decision was made by wife to transition to comfort care. Patient died at 1446 on 2/22/21. **Of note: patient 
was admitted for 1 week for covid 19 pneumonia November 2020. During this hospitalization he was found 
to have chronic R sided PE, no acute PE. 

BILEVEL POSITIVE AIRWAY PRESSURE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

12/28/2020: generalized weakness and fell twice at home, cough, nausea,1/04/2021: cough, nausea, fever 
and chronic pain when she fell from being weak. admitted to hospital with Covid pneumonia, shortness of 
breath, covid postive, 1/09/2021: pt on bipap, 1/15/2021: pt was intubated, on TPN, pt DNR, 1/18/2021: was 
extubated and put on comfort measures and passed away 

No prior vaccinations for 
this event. 

BILEVEL POSITIVE AIRWAY PRESSURE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

presented to ED 1/9/21 with abdominal pain, progressive worsening weakness and fatigue and new onset 
A fib with RVR likely due to hypertensive urgency . Patient progressed clinically with severe hypoxia and 
transferred to ICU and started on BiPAP; progressive decline with decreased urinary output with uremia 
likely secondary to sepsis. Concern with patient worsening clinical decline, palliative care had been 
consulted on end of life care. Patient expired 1/17/21 

No prior vaccinations for 
this event. 

BILEVEL POSITIVE AIRWAY PRESSURE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient was was brought to the ED from facility which he received the vaccine via ambulance with BiPAP, 
hypoxia, and one dose of Epi of 0.3 mg. He then required intubation, and had struggled with hypoxia, even 

No prior vaccinations for 



on increasing PEEP. CODE BLUE called in the ED for PEA. He was medicated for such (please see the 
code run sheet for details), and he came in and out of the code 5 times. After 95 minutes, with the wife at 
the bedside, and family conference by phone, the code was called, and he was pronounced at 18:20. He 
received in total 8 me of Epi, 3 shots of Atropine, 3 amps bicarb. He got lasix 40 mg, lovenox 60 mg 
subcutaneous once. He had a CVC into the right internal jugular, and levophed was started, then 
Epinephrine drip was started. Prior to the code he got steroids (solumedrol 125 mg, then later decadron 6 
mg iv), benadryl iv, antibiotics (ceftraixone / zithromax), and lasix 40 mg. All this time while in the ED, the Rt 
was at the bedside, and lots of secretions from the lungs were aspirated, bloody color. á Code was the 
result of PEA secondary to hypoxia ( 

this event. 

BILEVEL POSITIVE AIRWAY PRESSURE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Resident was vaccinated on 12/31/20. Then on 1/14/21 he tested positive for SARS-CoV-2 on routine 
surveillance PCR testing. Another resident on the same hall was COVID positive on 1/11/21. Results of the 
PCR test were obtained on 1/16/21. He appeared asymptomatic at that time. Given his COVID positive 
status, all aerosol generating procedures had to be stopped. Overnight on 1/16/21 into 1/17/21, he had the 
onset of acute respiratory failure and was transported to the hospital. Per notes, he was put on BiPAP for 
several hours, but his CO2 level did not improve. Per prior advance directives completed with the resident 
and his two brothers, he had DNR/DNI orders. The hospital physician spoke with his brother and the 
decision was made to move to comfort care. He was discharged to inpatient hospice and died around 4pm 
on 1/18/21. This outcome does not appear to be vaccine-related, but death from COVID-19 infection is 
listed as a reportable event following COVID-19 vaccination. 

No prior vaccinations for 
this event. 

BILEVEL POSITIVE AIRWAY PRESSURE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



Fall 2/4 hospital admission 2/7/21 with death on 2/8/2021. Patient continued to decline on Bipap he 
was a DNR/DNI and family decided on comfort measures and he expired 2/8/2021. 

No prior vaccinations for this 
event. 

BILEVEL POSITIVE AIRWAY PRESSURE 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Pt admitted to Hospital on 2/8/21 with 2-3 days of SOA and cough. His wife was diagnosed with COVID-19 at 
approximately the same time when the patient received 1st COVID-19 vaccine. Pt had not felt well since 
receiving the vaccine and had some changes in taste or smell. He became acutely worse 2-3 days p/t 
admission with DOE, productive cough, H/A, N/V, profound weakness and bilateral infiltrates on CXR. He was 
hypoxic on room air. During hospitalization, has gone back and forth from BiPAP to HFNC. Unable to prone. 
Pt and wife discussed goals of care and decided on comfort measure approach. Pt expired on 2/19/21. 

No prior vaccinations 
for this event. 

BILIRUBIN CONJUGATED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 
abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of vomiting 
and dry heaving. 

No prior vaccinations for this 
event. 

BILIRUBIN CONJUGATED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Narrative: See ""Other Relevant History"" in Section 6 above Other Relevant Hx: 76yo man with a history of 
for C5 tetraplegia 2/2 cervical stenosis leading to neurogenic bowel/bladder (chronic suprapubic catheter) 
and chronic respiratory failure with tracheostomy, severe dysphagia s/p G tube placement and multiple 
aspiration pneumonias, COPD GOLD III, hx MRSA bacteremia (7/2018) and E coli bacteremia (12/2019). 
Patient transferred from Spinal Cord Injury until to ICU on 1/11/2021 due to worsneing dyspnea, hypoxia 

No prior vaccinations for 
this event. 



(80s) and tachycardia and was found to have acute hypoxic respiratory failure likely 2/2 multifocal 
pneumonia. CXR findings of ""There is interval increase in patchy airspace infiltrates and consolidation in 
bilateral lungs concerning for pneumonia"" Patient was started on vancomycin and pip/tazo on 1/11 and 
tracheal aspirate cultures were obtained for VAP diagnosis which ultimately grew Serratia liquifaciens and 
Proteus mirabilis. Infectious Diseases was consulted who recommended a switch to ertapenem therapy for 
a total 10 day course for VAP. UCx/BCx remained negative. On 1/20, a therapeutic bronchoscopy was 
completed with cultures growing Stenotrophomonas maltophilia and pan-S Klebsiella pneumoniae. The 
following day a chest tube was inserted and the course of ertapenem completed but vancomycin was 
continued. By 1/22, patient developed shock liver with ALT/AST 2135/1579 from normal range the day prior 
and SCr increased to 1.3 from baseline 0.7/cystatin C of 2.46 up from 1.15. Levofloxacin was added for 
Stenotrophomonas coverage. By 1/25, patient's clinical status continued to decline and Cardiology was 
consulted for new onset Afib with RVR. Discussion was documented with patient's family who requested 
DNR. Patient passed away in the early AM on 1/26. Demise does not appear to be related to COVID-19 
vaccination but occurred in recent timeframe. Symptoms: ElevatedLiverEnzymes & death, pneumonia, afib" 

BILIRUBIN CONJUGATED INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient was vaccinated for SARS-CoV-2 on 6-Jan-21 at his site of employment, a Nursing Home. Patient 
presented to Urgent Care on 15-Jan-21 complaining of left sided chest pain that started the evening before 
with an associated slight cough. Pt was afebrile with a heart rate of 88 and an O2 sat on room air of 98% in 
triage. His EKG showed a sinus tachycardia of 114 with a slightly prolonged QTc of 463 ms. Physical exam 
was significant for bibasilar crackles and X-ray showed bibasilar infiltrates consistent with COVID 
pneumonia but bacterial pneumonia could not be excluded. The patients BP was documented as 97/64. He 
was treated with Zofran for nausea and tylenol. He was prescribed a five day course of Azithromycin, an 
Albuterol inhaler, guaifenessin with codeine cough syrup, and Zofran. Labs were drawn and he was 
discharged. His lab results were reported after his departure and were significant for a white blood cell 

No prior vaccinations for 
this event. 



count of 1.33, platelet count of 73, 2% myelocytes, 1% metamyelocytes, an absolute neutrophil count of 
0.75 K/ul, a creatinine of 1.83, total bilirubin of 1.3, with direct bilirubin of 0.8, alkaline phosphatase of 294 
and AST of 112 with ALT noted to be within normal limit. His COVID nasopharyngeal swab from the visit 
was reported as negative and a swab performed at his employment on 13-Jan-21 was also reported to be 
negative. Patient could not be reached by phone after discharge from Urgent Care about these labs. On the 
evening of 16-Jan-21, Police Department received a 911 call about an adult at the patient's address who 
was found unresponsive. Upon arrival on scene, the patient was found to be deceased and a decision was 
made not to attempt to resuscitate. The death was deemed to be non-suspicious and the patient's body was 
transported to a funeral home. On 19-Jan-21, I contacted the State Medical Examiner's Office. They have 
decided to perform an autopsy and have recovered the CBC and chemistry specimens obtained for further 
testing. 

BILIRUBIN CONJUGATED INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Narrative: See ""Other Relevant History"" in Section 6 above Symptoms: 
ElevatedLiverEnzymes & death, pneumonia, afib Treatment:" 

No prior vaccinations for this event. 

BILIRUBIN URINE 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

"In discussion with Dr., medical director at Detox, she arrived night of 2/3/21 was quite intoxicated so was 
not going through any withdrawal. She was getting vitals and CIW checked regularly. First dose of 
chlordiazepoxide 25mg was 2/4 at 1:25pm for CIWA 9. She had repeat vitals at 5:50pm, CIWA 1, vitals: P 
67, 118/79, 94% on RA, T 98.3. she had complained of some ""pressure in her head"" and feeling anxious, 
but otherwise denied other complaints. she was talking with others in the group, then other patients report 
she suddenly started having seizure like activity around 6:45pm, med techs came to help and found her 

No prior vaccinations for 
this event. 



stiff, gurgling. they tried to get vitals on her, called 911, noticed that at 6:54pm she had lost a pulse and they 
started CPR. paramedics arrived at 7:08pm and she was brought to ED. Pt BIBA in cardiac arrest. Pt was 
at Detox Center when she was reported to have seizure-like activity followed by collapse. She was found to 
be pulseless and CPR initiated by staff members. EMS arrived and performed approx 15 min of CPR and 
gave pt epi x 3 and bicarb. No shocks administered but they did not report a rhythm. In the emergency 
room the patient arrived and was found to be pulseless with PEA arrest, CPR was initiated, patient was 
intubated. ROSC ultimately achieved, patient remained very acidotic despite ventilator adjustment, head CT 
revealed cerebral edema. Pt also found to be profoundly anemic with a hemoglobin of 5 and platelets of 37, 
she was thought to be GI bleeding so medications for this were initiated. Patient then became more 
hypoxemic with bradycardia, consultation with neurosurgery and critical care medicine at tertiary care 
center deemed ongoing CPR futile. Patient arrested at 2:30AM on 2/5, pronounced dead at 2:48AM." 

BILIRUBIN URINE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, c/o 
some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal labs 
(see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP that day 
labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into full cardiac 
arrest and CPR was started. -Please see HPI above, in addition after intubation the patient coded again. More 
epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and targeted temperature 
management was pursued. He is placed on a lidocaine drip and a right femoral central line was placed by 
myself. At this time, norepinephrine drip was initiated given his continued hypotension. Post intubation chest x-
ray suggests possible abdominal pathology and once the patient was stabilized further, he was sent to the CT 
scanner where CT head without IV contrast and CT chest, abdomen and pelvis with IV contrast was obtained. 
He did lose pulses once in the radiology suite. This was brief. IV fluids were initiated and he received over 2 L 
of crystalloid therapy. He continued to be hypotensive in the emergency department and vasopressin was 

No prior vaccinations 
for this event. 



added. He also had a single dose of Neo-Synephrine and IV push fashion to help bring his blood pressure up. 
CT scan reveals probable bilateral aspiration pneumonia/pneumonitis and dilated loops of small bowel without 
a transition point and pneumatosis involving loops in the left upper quadrant. I did try to initiate consult with 
critical care and possible transfer, however he continued to be unstable and coded requiring CPR multiple 
times. He was given IV bicarbonate given his prolonged CPR state and pH. Ultimately, the family decided to 
make the patient comfort measures only given his critical illness. Shortly after making this decision he did pass 
away in the emergency department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report 
Impression - Status: SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for 
portal venous gas which can be seen in the setting of bowel ischemia. Consider CT for further evaluation 
and/or surgical consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild 
patchy perihilar opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: 
MD CT SCAN - CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM Impression 
By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: SIGNED 
Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper lobes, right 
middle lobe, in consolidative opacities within bilateral lower lobes which could represent aspiration, and/or 
multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small bowel without a 
transition point and mucosal hyperenhancement involving the colon with areas of pneumatosis involving loops 
of small bowel within the left upper quadrant and portal venous air consistent with hypoperfusion complex. 
There is a small caliber appearance of the aorta and a flattened appearance of the IVC is well. 4. Intravascular 
air within the IVC and bilateral iliac veins could be secondary to right femoral central lying injection. 5. 
Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement of the medullary pyramids 
which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib fractures on the right at ribs 2 
through 

BIOPSY BONE MARROW COVID19 (COVID19 
 



(MODERNA)) (1201) 

High grade MDS; Multiorgan failure; Pancytopenia; shortness of breath; Inflammatory marker increased; 
Chills; Fever; Fatigue; A spontaneous report was received from a healthcare provider concerning a 
71Years-old female patient who received Moderna's COVID-19 vaccine (mRNA-1273) and who 
experienced chills, fever, fatigue, pancytopenia, shortness of breath (dyspnoea), multi organ failure, and 
myelodysplastic syndrome (MDS). The patient's medical history was reported to include Breast Cancer and 
mastectomy. No relevant concomitant medications were reported. On 16 Jan 2021, prior to the onset of the 
events, the patient received their first of two planned doses of mRNA-1273 (lot/batch:unkown) 
intramuscularly for prophylaxis of COVID-19 infection. On 16 Jan 2021, The patient experienced events like 
chills, fever, and fatigue. On an undisclosed date, the patient was admitted to the hospital for shortness of 
breath. Laboratory details include Bone Marrow biopsy with abnormal results such as showed high grade 
MDS with 19% blasts. Blood work done with normal results. Body temperature results came out 103 
degrees Fahrenheit. On 30 Jan 2021 the patient experienced worsening shortness of breath and was 
intubated. Her IL-6 was very high, and she had profound liver failure. She ended up needing pressors and 
requiring continuous renal replacement therapy. Treatment included steroids. Action taken with mRNA-1273 
in response to the events was not applicable. The patient died on 12 Feb 2021. The cause of death was 
reported as high grade MDS. An autopsy was planned.; Reporter's Comments: Very limited information 
regarding these events has been provided at this time. Further information has been requested.; Reported 
Cause(s) of Death: unknown cause of death 

No prior vaccinations for 
this event. 

BIOPSY SKIN ABNORMAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Presented from clinic with 3-4 days of extensive rash. There were multiple areas of skin sloughing 
on bilateral upper extremities and abdominal wall. 

No prior vaccinations for this 
event. 



BLADDER CANCER STAGE IV 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient died at home in hospice care from complications of stage 4 bladder 
cancer 

No prior vaccinations for this event. 

BLADDER CATHETERISATION 
COVID19 (COVID19 (PFIZER-BIONTECH)) 

(1200)  

Emergency Room HPI: The patient is a 71 y.o. female with a PMH notable for COPD, hypertension and 
anxiety and depression who presented on 2/6/2021 for evaluation of shortness of breath. Patient presented to 
our emergency room yesterday morning from local nursing facility rehab nursing staff reported that she had 
had a increased shortness of breath for the last 3 days she has been diagnosed with COVID-19 on 2-2-2021. 
Patient has also received both COVID-19 vaccines. Patient presented to the emergency room with labored 
respirations conscious awake and was on a non-rebreather at 15 L. upon arrival to our emergency room 
patient's temperature 101.6¦, pulse 169, respirations 40 to blood pressure 142/91 and oxygen saturation 
100% on 15 L non-rebreather. Patient received a chest x-ray that showed chronic emphysema and fibrotic 
changes in the lung no acute processes identified. Patient's white count 12.8, glucose 197, creatinine 1.2, 
lactic acid 4.6, cardiac enzymes negative, D-dimer 1180, patient has urine culture pending. Patient has 
received about 3 L normal saline boluses patient was having hypotension 86/52. Patient also received IV 
acetaminophen a 1000 mg IV in the emergency room along with Decadron 10 mg IV piggyback. Patient was 
admitted acute care for the need of IV fluids and IV antibiotics for COVID-19 and sepsis 2/12 admit Brief 
history and initial physical exam: Patient is a 71 year old long-term resident of Rehab and Healthcare. 
Unfortunately, she contracted coronavirus (COVID-19) at the nursing home. Her respiratory status started to 
decompensate and so she was brought into the hospital. Initial workup showed significant bilateral pleural 
effusions and ground-glass opacity of both lungs. She had a significant supplemental oxygen requirement. 
She was admitted for further evaluation and treatment. á Hospital course: The patient was admitted and 
started on IV Remdesivir. She was given IV Decadron. She was given immune support vitamins. Despite this, 

No prior vaccinations 
for this event. 



her sepsis worsened. When it became apparent that the patient was not going to recover, her daughter did 
make her comfort care only and hospice was consulted. The patient was found to be appropriate for general 
inpatient hospice and was made comfort care. Her requirement for morphine and Ativan did slowly rise. 
Eventually, the patient did succumb to her respiratory failure. Time of death was called at 10:00 p.m. on 
February 15, 2021 á Discharge Condition: expired. Presume cause of death with cardiopulmonary arrest 
secondary to acute respiratory failure secondary to coronavirus (COVID-19) pneumonia á Disposition: 
Deceased 

BLISTER 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient felt fine on Friday afternoon and evening after shot. Felt fine on Saturday until the afternoon when 
she started feeling fatigued and chilled. Decided to take a warm bath at about 6pm. Was found dead in 
bathtub at approximately 7pm with blisters on arms, legs, and face. 

No prior vaccinations for 
this event. 

BLISTER 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient (now deceased) received 1st dose of Pfizer-BioNTech vaccine around December 21, 2020 and was 
noticed to be scratching, fatigued, and unresponsive by a family member on December 24, 2020. He 
received the second dose of the same vaccine around January 22, 2021. Pockmarks and bleeding scratch 
marks were noted by a family member on the patient's face prior to this second dose. On January 28, 2021 
a family member was alerted that the patient was suffering from severe bullous pemphigoid- a skin 
condition that has never been experienced by the patient, has been reported to be related to COVID-19 
viral infection, and to T-cell responses promoted by vaccines. A corticosteroid was given, but did not work. 
Blisters developed to the point hands had to be dressed. 

No prior vaccinations for 
this event. 



BLISTER 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Presented from clinic with 3-4 days of extensive rash. There were multiple areas of skin sloughing 
on bilateral upper extremities and abdominal wall. 

No prior vaccinations for this 
event. 

BLOOD ALBUMIN 
COVID19 (COVID19 
(MODERNA)) (1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 
abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of 
vomiting and dry heaving. 

No prior vaccinations for this 
event. 

BLOOD ALBUMIN 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Narrative: See ""Other Relevant History"" in Section 6 above Other Relevant Hx: 76yo man with a history of 
for C5 tetraplegia 2/2 cervical stenosis leading to neurogenic bowel/bladder (chronic suprapubic catheter) 
and chronic respiratory failure with tracheostomy, severe dysphagia s/p G tube placement and multiple 
aspiration pneumonias, COPD GOLD III, hx MRSA bacteremia (7/2018) and E coli bacteremia (12/2019). 
Patient transferred from Spinal Cord Injury until to ICU on 1/11/2021 due to worsneing dyspnea, hypoxia 
(80s) and tachycardia and was found to have acute hypoxic respiratory failure likely 2/2 multifocal 
pneumonia. CXR findings of ""There is interval increase in patchy airspace infiltrates and consolidation in 
bilateral lungs concerning for pneumonia"" Patient was started on vancomycin and pip/tazo on 1/11 and 
tracheal aspirate cultures were obtained for VAP diagnosis which ultimately grew Serratia liquifaciens and 
Proteus mirabilis. Infectious Diseases was consulted who recommended a switch to ertapenem therapy for 
a total 10 day course for VAP. UCx/BCx remained negative. On 1/20, a therapeutic bronchoscopy was 

No prior vaccinations for 
this event. 



completed with cultures growing Stenotrophomonas maltophilia and pan-S Klebsiella pneumoniae. The 
following day a chest tube was inserted and the course of ertapenem completed but vancomycin was 
continued. By 1/22, patient developed shock liver with ALT/AST 2135/1579 from normal range the day prior 
and SCr increased to 1.3 from baseline 0.7/cystatin C of 2.46 up from 1.15. Levofloxacin was added for 
Stenotrophomonas coverage. By 1/25, patient's clinical status continued to decline and Cardiology was 
consulted for new onset Afib with RVR. Discussion was documented with patient's family who requested 
DNR. Patient passed away in the early AM on 1/26. Demise does not appear to be related to COVID-19 
vaccination but occurred in recent timeframe. Symptoms: ElevatedLiverEnzymes & death, pneumonia, afib" 

BLOOD ALBUMIN 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Narrative: Patient received COVID/Pfizer #1 2/10/21 in L deltoid. (Patient home bound). On 2/12/21 reported 
left flank rash. 2/13 rash spread to entire abdomen/chest and UEs. Continued with fluctuations in BP/HR, fluid 
retention. On 2/16 labs ordered and Medrol dose pack. seen in home on 2/19 by MD - RUE swelling; diffuse 
rash over entire body; additional labs ordered (order to home infusion company). Patient passed in AM of 
2/20/21. Reported no urine output the prior evening. Additional labs not performed due to death of patient 
prior to lab company arrival. 

No prior vaccinations 
for this event. 

BLOOD ALBUMIN DECREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Resident was seen by MD on 1/11/2021 due to increasing in edema and shortness of breath. Lasix 40 mg 
STAT given. New orders to get a STAT CBC, CMP, and BNP. Resident has been dependent on Oxygen 
since his diagnosis of COVID-19 on 11/23/2020. Labs were abnormal. Continued on the lasix 40 mgs. 
Resident remained short of breath with exertion and on oxygen. He was assisted to the toilet on 1/15/2021 in 
the morning where he subsequently passed away. 

No prior vaccinations 
for this event. 



BLOOD ALBUMIN DECREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient has end stage renal disease and rapidly worsening dementia, family could no longer care for him at 
home, and he was admitted for 14-day quarantine prior to admission to inpatient hospice. Received vaccine 
on 1/12 without apparent adverse reactions. Patient started refusing oral intake on 1/16, and CMP on 1/17 
showed hypernatremia 165 (new issue). His BUN 138 CREAT 6.93 K 5.2 were his baseline. He was found to 
be deceased on 1/18 at 11:18 pm. 

No prior vaccinations 
for this event. 

BLOOD ALBUMIN DECREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient presented to Vaccine clinic 1/12/21 to receive COVID vaccination. Patient denied any ill feeling, no 
fever, cleared for vaccination. Is chronically SOB due to COPD, but patient reported no different than usual. 
Presented to the ED the next day c/o SOB and weakness for the last week. Patients condition ultimately 
declined over the next few days and died 01/21/21 from pneumonia (not COVID). Patient did admit she lied 
about her symptoms on the day of vaccination to get the shot. 

No prior vaccinations 
for this event. 

BLOOD ALBUMIN DECREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient had gotten up to the bathroom and collapsed in the hallway after using the restroom. Patient was 
unresponsive upon EMS arrival with vomitus coming out of the mouth per the report when they rolled 
patient over onto his side the emesis was pouring out of his mouth. ER course: Examination. Epinephrine 1 
mg IO x4 CBC, CMP, cardiac panel MDM: 1447 patient arrival, per EMS report patient had been sick and 
vomiting all morning. Bradycardia noted at arrival with rates in the 30s, CPR was initiated patient had 
received 3 rounds of epi prior to arrival. 1450 CPR continues via the Lucas device, 1 mg epinephrine given 
IV push 1451 CPR pause rhythm check. CPR resumes 1453 CPR paused for rhythm check. No central 
pulses, CPR resumed, glucose of 99 per fingerstick 1454 King tube removed. Oral airway placed 

No prior vaccinations for 
this event. 



respirations by BVM. 1 mg epinephrine IV push 1455 CPR pause for both pulse and rhythm check. No 
central pulses noted. CPR resumes via Lucas 1456 pupils are fixed and dilated bilaterally 1457 CPR pause 
for pulse and rhythm check. No central pulses noted. CPR resumed via Lucas. 1 mg epinephrine IV push 
1459 warm blankets applied. CPR pause for pulse and rhythm check. No central pulses noted. CPR 
resumed 1501 CPR pause for pulse and rhythm check. No central pulses. CPR resumes 1502 1 mg 
epinephrine given IV push 1503 CPR pause for pulse and rhythm check. No central pulses noted. CPR 
resumed via the Lucas device 1506 resuscitation is ceased at this time. Time of death recorded at 1506 

BLOOD ALBUMIN DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient received COVID-19 vaccination on 1/14/2021. On 1/17/2021, patient was transferred to Hospital s/p 
multiple cardiac arrests. Patient was hyperkalemic and in acute renal failure at time of transfer. 
Hyperkalemia was treated, but the patient suffered PEA vs VFib. At the time of transfer, patient was on 
vasopressin, norepinephrine, and epinephrine. The patient had an EF of 40-45% and elevated troponins. 
Patient was made DNR and placed on comfort care. Patient passed away on 1/18/2021. Ultimately we 
suspect that the patients condition was a direct result of his underlying disease states, but wanted to make 
sure reporting was made available. 

No prior vaccinations for 
this event. 

BLOOD ALBUMIN DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Lethargic, refusing medications and meals. 1/11/2021- Covid+, poor appetite. No prior vaccinations for this event. 

BLOOD ALBUMIN DECREASED COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, No prior vaccinations for 



c/o some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal 
labs (see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP 
that day labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into 
full cardiac arrest and CPR was started. -Please see HPI above, in addition after intubation the patient 
coded again. More epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and 
targeted temperature management was pursued. He is placed on a lidocaine drip and a right femoral central 
line was placed by myself. At this time, norepinephrine drip was initiated given his continued hypotension. 
Post intubation chest x-ray suggests possible abdominal pathology and once the patient was stabilized 
further, he was sent to the CT scanner where CT head without IV contrast and CT chest, abdomen and 
pelvis with IV contrast was obtained. He did lose pulses once in the radiology suite. This was brief. IV fluids 
were initiated and he received over 2 L of crystalloid therapy. He continued to be hypotensive in the 
emergency department and vasopressin was added. He also had a single dose of Neo-Synephrine and IV 
push fashion to help bring his blood pressure up. CT scan reveals probable bilateral aspiration 
pneumonia/pneumonitis and dilated loops of small bowel without a transition point and pneumatosis 
involving loops in the left upper quadrant. I did try to initiate consult with critical care and possible transfer, 
however he continued to be unstable and coded requiring CPR multiple times. He was given IV bicarbonate 
given his prolonged CPR state and pH. Ultimately, the family decided to make the patient comfort measures 
only given his critical illness. Shortly after making this decision he did pass away in the emergency 
department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for portal venous gas 
which can be seen in the setting of bowel ischemia. Consider CT for further evaluation and/or surgical 
consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild patchy perihilar 
opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: MD CT SCAN 
- CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM 
Impression By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper 

this event. 



lobes, right middle lobe, in consolidative opacities within bilateral lower lobes which could represent 
aspiration, and/or multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small 
bowel without a transition point and mucosal hyperenhancement involving the colon with areas of 
pneumatosis involving loops of small bowel within the left upper quadrant and portal venous air consistent 
with hypoperfusion complex. There is a small caliber appearance of the aorta and a flattened appearance of 
the IVC is well. 4. Intravascular air within the IVC and bilateral iliac veins could be secondary to right femoral 
central lying injection. 5. Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement 
of the medullary pyramids which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib 
fractures on the right at ribs 2 through 

BLOOD ALBUMIN DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Death on 1/31/2021 multiple comorbidities No prior vaccinations for this event. 

BLOOD ALBUMIN DECREASED COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

Sent to ER 1/14/2021 due to drop in blood pressure with LOC during dialysis. Imaging revealed right 
lower lobe pneumonia given script for amoxicillin. According to staff patient was on dialysis had 
pneumonia and was on hospice, dialysis stopped resulting in death. 

No prior vaccinations for 
this event. 

BLOOD ALBUMIN DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/12/2021 Vaccine 2/13/2021 Weakness, oral ulcers 2/17/2021 Brought to ER for loss of consciousness, 
altered mental status, rectal bleeding; work up showed sepsis, UTI, anemia, pneumonia, pleural effusion, 
pancytopenia, hypotension; persistent hypotension and respiratory failure 2/18/2021 Passed away at 

No prior vaccinations for 
this event. 



5:54AM 

BLOOD ALBUMIN DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/7/21 Increased difficulty chewing, swallowing, evaluated by SLP and dietician. Diet texture down-graded x 2 
with poor appetite and recent 6lb weight loss. 2/8/21-APRN updated regarding poor appetite and difficulty 
chewing as well as downgraded texture of diet. Also informed of increased s/s of discomfort and increased 
use of PRN Oxycodone for pain. 2/9/21- elevated temp 100.7. 2/9/21 Covid pcr test negative. 2/9/21-N.O.?s 
APRN BMP, Albumin and Pre-albumin Level in am. 2/11/21-elevated temp 100.4. Covid rapid test negative. 
2/12/21- CBG recorded at 517 at 5:20 am. Resident also has an elevated temp of 100.9. Tylenol administered 
per order. Vital signs include resp 24, radial pulse 134, O2 sat 83%. Supplemental oxygen administered via 
nasal cannula. Head of bed elevated. DR. notified at time via telephone. Order given for sliding scale for 
CBG. Guardian updated regarding changes in residents condition, poor prognosis. Guardian requests 
Hospice eval and admit. Guardian requests comfort care no hospitalization, no IV's, no G-tubes, no labs etc, 
D/C of Palliative services. ARNP informed. 2/12/21 Acute Telehealth visit with APRN due to increased 
lethargy, elevated CBG?s despite poor appetite and insulin administration. Resident unresponsive to verbal 
and noxious stimuli at time of visit. N.O. Morphine sulfate 20mg/ml, give 2.5mg PO/SL Q4hr PRN 
pain/shortness of breath. 2/12/2021-Admitted to Hospice, Lethargic, diaphoretic, T 98.1 P 130's R 18 O2 high 
80's to low 90's via O2 mask at 3L. 2/12/2021- Resident legs and arms noted to feel cool this afternoon, 02 
sat was 97% with 02 on @ 3L with mask Noted resident with sob and increased pulse. Prn morphine 0.25ml 
sl. given with good effect. Resident was less restless and quiet in her bed. Checked on resident several times 
this shift for needs. Resident noted to not move in her bed @ 8:15pm and noted she was not breathing. 
Supervisor called and pronounced resident deceased. 

No prior vaccinations 
for this event. 

BLOOD ALBUMIN NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  



Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital 
by ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. 
DNR status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

No prior vaccinations for 
this event. 

BLOOD ALBUMIN NORMAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt had witnessed arrest by wife. Pt wife started CPR and called EMS. CPR started at 15:12. Continued by 
EMS. Pt arrived to medical center asystole with CRP in progress and ventilated via igel device. He was in 
refractory ventricular fibrillation and continued CPR for a total of 1 hour. At that point, we checked a bedside 
ultrasound which showed his heart at a standstill. He was unresponsive to verbal and tactile stimulus and 
had fixed unreactive pupils. He was pronounced at 16:13. 

No prior vaccinations for 
this event. 

BLOOD ALKALINE PHOSPHATASE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Narrative: Patient received COVID/Pfizer #1 2/10/21 in L deltoid. (Patient home bound). On 2/12/21 reported 
left flank rash. 2/13 rash spread to entire abdomen/chest and UEs. Continued with fluctuations in BP/HR, fluid 
retention. On 2/16 labs ordered and Medrol dose pack. seen in home on 2/19 by MD - RUE swelling; diffuse 
rash over entire body; additional labs ordered (order to home infusion company). Patient passed in AM of 
2/20/21. Reported no urine output the prior evening. Additional labs not performed due to death of patient 
prior to lab company arrival. 

No prior vaccinations 
for this event. 

BLOOD ALKALINE PHOSPHATASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient has end stage renal disease and rapidly worsening dementia, family could no longer care for him at No prior vaccinations 



home, and he was admitted for 14-day quarantine prior to admission to inpatient hospice. Received vaccine 
on 1/12 without apparent adverse reactions. Patient started refusing oral intake on 1/16, and CMP on 1/17 
showed hypernatremia 165 (new issue). His BUN 138 CREAT 6.93 K 5.2 were his baseline. He was found to 
be deceased on 1/18 at 11:18 pm. 

for this event. 

BLOOD ALKALINE PHOSPHATASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient presented to Vaccine clinic 1/12/21 to receive COVID vaccination. Patient denied any ill feeling, no 
fever, cleared for vaccination. Is chronically SOB due to COPD, but patient reported no different than usual. 
Presented to the ED the next day c/o SOB and weakness for the last week. Patients condition ultimately 
declined over the next few days and died 01/21/21 from pneumonia (not COVID). Patient did admit she lied 
about her symptoms on the day of vaccination to get the shot. 

No prior vaccinations 
for this event. 

BLOOD ALKALINE PHOSPHATASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt. presented to the ER with abd pain and septic shock. Pt. reported to feel ill shortly after 
receiving the vaccine. 

No prior vaccinations for this event. 

BLOOD ALKALINE PHOSPHATASE INCREASED 
COVID19 (COVID19 (MODERNA)) 

(1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 
abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of vomiting 
and dry heaving. 

No prior vaccinations for this 
event. 

BLOOD ALKALINE PHOSPHATASE INCREASED COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

Pt had witnessed arrest by wife. Pt wife started CPR and called EMS. CPR started at 15:12. Continued by 
EMS. Pt arrived to medical center asystole with CRP in progress and ventilated via igel device. He was in 
refractory ventricular fibrillation and continued CPR for a total of 1 hour. At that point, we checked a bedside 
ultrasound which showed his heart at a standstill. He was unresponsive to verbal and tactile stimulus and 
had fixed unreactive pupils. He was pronounced at 16:13. 

No prior vaccinations for 
this event. 

BLOOD ALKALINE PHOSPHATASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient was vaccinated for SARS-CoV-2 on 6-Jan-21 at his site of employment, a Nursing Home. Patient 
presented to Urgent Care on 15-Jan-21 complaining of left sided chest pain that started the evening before 
with an associated slight cough. Pt was afebrile with a heart rate of 88 and an O2 sat on room air of 98% in 
triage. His EKG showed a sinus tachycardia of 114 with a slightly prolonged QTc of 463 ms. Physical exam 
was significant for bibasilar crackles and X-ray showed bibasilar infiltrates consistent with COVID 
pneumonia but bacterial pneumonia could not be excluded. The patients BP was documented as 97/64. He 
was treated with Zofran for nausea and tylenol. He was prescribed a five day course of Azithromycin, an 
Albuterol inhaler, guaifenessin with codeine cough syrup, and Zofran. Labs were drawn and he was 
discharged. His lab results were reported after his departure and were significant for a white blood cell 
count of 1.33, platelet count of 73, 2% myelocytes, 1% metamyelocytes, an absolute neutrophil count of 
0.75 K/ul, a creatinine of 1.83, total bilirubin of 1.3, with direct bilirubin of 0.8, alkaline phosphatase of 294 
and AST of 112 with ALT noted to be within normal limit. His COVID nasopharyngeal swab from the visit 
was reported as negative and a swab performed at his employment on 13-Jan-21 was also reported to be 
negative. Patient could not be reached by phone after discharge from Urgent Care about these labs. On the 
evening of 16-Jan-21, Police Department received a 911 call about an adult at the patient's address who 
was found unresponsive. Upon arrival on scene, the patient was found to be deceased and a decision was 

No prior vaccinations for 
this event. 



made not to attempt to resuscitate. The death was deemed to be non-suspicious and the patient's body was 
transported to a funeral home. On 19-Jan-21, I contacted the State Medical Examiner's Office. They have 
decided to perform an autopsy and have recovered the CBC and chemistry specimens obtained for further 
testing. 

BLOOD ALKALINE PHOSPHATASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, 
c/o some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal 
labs (see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP 
that day labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into 
full cardiac arrest and CPR was started. -Please see HPI above, in addition after intubation the patient 
coded again. More epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and 
targeted temperature management was pursued. He is placed on a lidocaine drip and a right femoral central 
line was placed by myself. At this time, norepinephrine drip was initiated given his continued hypotension. 
Post intubation chest x-ray suggests possible abdominal pathology and once the patient was stabilized 
further, he was sent to the CT scanner where CT head without IV contrast and CT chest, abdomen and 
pelvis with IV contrast was obtained. He did lose pulses once in the radiology suite. This was brief. IV fluids 
were initiated and he received over 2 L of crystalloid therapy. He continued to be hypotensive in the 
emergency department and vasopressin was added. He also had a single dose of Neo-Synephrine and IV 
push fashion to help bring his blood pressure up. CT scan reveals probable bilateral aspiration 
pneumonia/pneumonitis and dilated loops of small bowel without a transition point and pneumatosis 
involving loops in the left upper quadrant. I did try to initiate consult with critical care and possible transfer, 
however he continued to be unstable and coded requiring CPR multiple times. He was given IV bicarbonate 
given his prolonged CPR state and pH. Ultimately, the family decided to make the patient comfort measures 
only given his critical illness. Shortly after making this decision he did pass away in the emergency 

No prior vaccinations for 
this event. 



department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for portal venous gas 
which can be seen in the setting of bowel ischemia. Consider CT for further evaluation and/or surgical 
consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild patchy perihilar 
opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: MD CT SCAN 
- CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM 
Impression By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper 
lobes, right middle lobe, in consolidative opacities within bilateral lower lobes which could represent 
aspiration, and/or multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small 
bowel without a transition point and mucosal hyperenhancement involving the colon with areas of 
pneumatosis involving loops of small bowel within the left upper quadrant and portal venous air consistent 
with hypoperfusion complex. There is a small caliber appearance of the aorta and a flattened appearance of 
the IVC is well. 4. Intravascular air within the IVC and bilateral iliac veins could be secondary to right femoral 
central lying injection. 5. Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement 
of the medullary pyramids which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib 
fractures on the right at ribs 2 through 

BLOOD ALKALINE PHOSPHATASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Fall 2/4 hospital admission 2/7/21 with death on 2/8/2021. Patient continued to decline on Bipap he 
was a DNR/DNI and family decided on comfort measures and he expired 2/8/2021. 

No prior vaccinations for this 
event. 

BLOOD ALKALINE PHOSPHATASE INCREASED COVID19 (COVID19 (PFIZER-
 



BIONTECH)) (1200) 

Death on 1/31/2021 multiple comorbidities No prior vaccinations for this event. 

BLOOD ALKALINE PHOSPHATASE INCREASED COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

Sent to ER 1/14/2021 due to drop in blood pressure with LOC during dialysis. Imaging revealed right lower 
lobe pneumonia given script for amoxicillin. According to staff patient was on dialysis had pneumonia and 
was on hospice, dialysis stopped resulting in death. 

No prior vaccinations for 
this event. 

BLOOD ALKALINE PHOSPHATASE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/12/2021 Vaccine 2/13/2021 Weakness, oral ulcers 2/17/2021 Brought to ER for loss of consciousness, 
altered mental status, rectal bleeding; work up showed sepsis, UTI, anemia, pneumonia, pleural effusion, 
pancytopenia, hypotension; persistent hypotension and respiratory failure 2/18/2021 Passed away at 5:54AM 

No prior vaccinations 
for this event. 

BLOOD ALKALINE PHOSPHATASE NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital by 
ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. DNR 
status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

No prior vaccinations 
for this event. 

BLOOD ALKALINE PHOSPHATASE NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient had gotten up to the bathroom and collapsed in the hallway after using the restroom. Patient was No prior vaccinations for 



unresponsive upon EMS arrival with vomitus coming out of the mouth per the report when they rolled 
patient over onto his side the emesis was pouring out of his mouth. ER course: Examination. Epinephrine 1 
mg IO x4 CBC, CMP, cardiac panel MDM: 1447 patient arrival, per EMS report patient had been sick and 
vomiting all morning. Bradycardia noted at arrival with rates in the 30s, CPR was initiated patient had 
received 3 rounds of epi prior to arrival. 1450 CPR continues via the Lucas device, 1 mg epinephrine given 
IV push 1451 CPR pause rhythm check. CPR resumes 1453 CPR paused for rhythm check. No central 
pulses, CPR resumed, glucose of 99 per fingerstick 1454 King tube removed. Oral airway placed 
respirations by BVM. 1 mg epinephrine IV push 1455 CPR pause for both pulse and rhythm check. No 
central pulses noted. CPR resumes via Lucas 1456 pupils are fixed and dilated bilaterally 1457 CPR pause 
for pulse and rhythm check. No central pulses noted. CPR resumed via Lucas. 1 mg epinephrine IV push 
1459 warm blankets applied. CPR pause for pulse and rhythm check. No central pulses noted. CPR 
resumed 1501 CPR pause for pulse and rhythm check. No central pulses. CPR resumes 1502 1 mg 
epinephrine given IV push 1503 CPR pause for pulse and rhythm check. No central pulses noted. CPR 
resumed via the Lucas device 1506 resuscitation is ceased at this time. Time of death recorded at 1506 

this event. 

BLOOD ALKALINE PHOSPHATASE NORMAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Narrative: See ""Other Relevant History"" in Section 6 above Symptoms: 
ElevatedLiverEnzymes & death, pneumonia, afib Treatment:" 

No prior vaccinations for this event. 

BLOOD BETA-D-GLUCAN POSITIVE 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

"shortness of breath, chest xray with pulmonary edema, periorbital edema Narrative: 73 yo M w/ PMH HTN, 
HLD, EVAR (2013) for AAA c/b persistent type II endoleak s/p multilple repairs (2015 & 2017) c/b glue 
embolization down into the R CIA secured with additional stent placement with the R iliac limb, s/p b/l Iliac 

No prior vaccinations 
for this event. 



artery aneurysm stent 08/31/20, and PTSD. Former smoker, quit 12+ yrs ago. 11/1/20-11/6/20: Hospitalized 
for acute on chronic back pain, found to multiple hypermetabolic lesions in the axial skeleton. Diagnosed with 
epithelioid angiosarcoma. Patient discharged to facility. 12/17/20: Patient received his 1st COVID-19 vaccine 
w/o complications at facility. 12/21/20: Underwent cyberknife treatment. 12/31/20: Transferred from facility to 
ER for new O2 requirement, SOB, cough, chest X ray / pulm edema, tachycardic and new periorbital edema. 
12/31/20: Admitted to ICU before transfer to acute care. 1/1/21: Pulmonary consult, ""Labs are notable for 
progressive left shift with bandemia, markedly elevated inflammatory markers (D-dimer, ESR, CRP, ferritin, 
LDH), mild elevation in procalcitonin, mild elevation in lactate that has improved, and negative viral panel 
including COVID-19 x2. CT chest is notable for b/l GGOs along with some interstitial infiltrates with an upper 
and particularly mid zone and perihilar predominance, septal thickening and crazy paving, and numerous 
cystic lesions or pneumatoceles. There is a lack of lobar consolidation and pulmonary nodules. Of note, 
PET/CT about 2 months ago only demonstrated some mild to moderate emphysema mostly in the upper 
lobes. Therefore, there has been a relatively dramatic change in a few months, suggesting a more subacute 
process, rather than an acute infectious process such as a viral pneumonia, including COVID-19 infection, in 
which the GGOs tend to be subpleural and peripheral. Overall, our suspicion for COVID-19 is relatively low, 
with negative testing x2 yesterday, negative testing a few weeks ago, and lack of sick contacts, but it is 
possible. Therefore, higher on the differential is a more subacute infection or chemotherapy-induced 
pneumonitis. Risk factors include malignancy, chemotherapy, and use of steroids (equivalence of about 27 mg 
of Prednisone in the form of Dexamethasone since 11/6/20 without PJP prophylaxis). These risk factors, along 
with consistent imaging and elevated LDH, make PJP quite likely. Fungal infection is less likely based on 
imaging. Chemotherapy-induced pneumonitis is a possibility, especially given the more subacute picture 
based on imaging. Both Gemcitabine and Docetaxel can cause pneumonitis. However, the patient has been 
on steroids, which is used to treat drug-induced pneumonitis, although this does not exclude it completely."" 
1/2/21: Transferred to ICU for worsening hypoxemia as patient reached 40L/100% FIO2 and remained on 
COVID isolation/COVID patient under investigation per ID recommendation. 1/4/21: Isolation precautions 
discontinued due to lower suspicion for active COVID infection to explain current presentation 1/6/21: Went 
into atrial fibrillation w/o RVR overnight 1/6. Tolerating, with MAPs in low 60s and HR in high 90s/low 100s. 
Suspect due to being-1L yesterday from diuresis, lasix stopped. S/p amiodarone bolus + drip, albumin 5% 



bolus 1/5/21: Macrocytic anemia NOS w/ slowly worsening H/H s/p PRBC x 1 unit 1/7/21: Per ICU Life-
sustaining treatment note, ""Following discussion w/ patient that his lung dx has been refractory to txt and 
hasn't improved despite maximal therapy, patient agreed to transition to hospice after he settles affairs. "" 
1/7/21 Infectious Disease note: ""This is an immunocompromised host due to cancer on active chemotherapy 
(albeit ANC>4000 on admission) and notably had been on daily PO dexamethasone 1 mg TID (total daily 
dose 3 mg, equivalent to 20 mg PO prednisone) since 11/6/20 without any PJP ppx. There was elevated c/f 
COVID-19 infection in setting of patient's presenting symptoms, especially in conjunction with b/l GGOs on 
imaging. Has undergone multiple COVID test that have all resulted negative. Discussed radiographic findings 
with radiology colleagues, and overall, it is difficult to definitively narrow the differential with imaging alone, but 
overall density of GGOs seem to appear less likely PJP and more in line with chemical pneumonitis vs 
COVID, although less typical for viral pneumonia as well. Given false-negative COVID tests are not unheard 
of, especially in the immunocompromised population, patient was kept on isolation precautions as a PUI for 
abundance of caution. He is now off precautions. In setting of patient having been on prednisone for some 
time without PJP ppx, he was also started on treatment dose TMP/SMX. Beta-d-glucan has returned positive, 
and although not the ideal test for PJP, this can certainly support a potential dx of PJP. Unfortunately, DFA 
from sputum was not performed due to insufficient sample and currently the patient is unable to produce an 
additional sample for testing. He is tolerating the high-dose TMP/SMX; we adjusted the dose to three SS 
tablets TID based on his somewhat declining UOP. Other fungal etiologies are pending work-up as well. 
Lastly, patient's chemotherapy is known to cause pneumonitis, but per pulmonology team, he receives 
prophylactic dexamethasone with his chemo cycles that should help to prevent drug-induced pneumonitis. 
Remains on the differential for now and this should also be concurrently treated with the steroids he is 
receiving."" 1/10/21: Comfort care initiated. All non-comfort measures were discontinued. Time of death: Jan 
10,2021@14:56; immediate cause of death per death note is ""hypoxic respiratory failure""" 

BLOOD BICARBONATE DECREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital by No prior vaccinations 



ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. DNR 
status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

for this event. 

BLOOD BICARBONATE DECREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 
abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of vomiting 
and dry heaving. 

No prior vaccinations for this 
event. 

BLOOD BICARBONATE DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"In discussion with Dr., medical director at Detox, she arrived night of 2/3/21 was quite intoxicated so was not 
going through any withdrawal. She was getting vitals and CIW checked regularly. First dose of 
chlordiazepoxide 25mg was 2/4 at 1:25pm for CIWA 9. She had repeat vitals at 5:50pm, CIWA 1, vitals: P 67, 
118/79, 94% on RA, T 98.3. she had complained of some ""pressure in her head"" and feeling anxious, but 
otherwise denied other complaints. she was talking with others in the group, then other patients report she 
suddenly started having seizure like activity around 6:45pm, med techs came to help and found her stiff, 
gurgling. they tried to get vitals on her, called 911, noticed that at 6:54pm she had lost a pulse and they 
started CPR. paramedics arrived at 7:08pm and she was brought to ED. Pt BIBA in cardiac arrest. Pt was at 
Detox Center when she was reported to have seizure-like activity followed by collapse. She was found to be 
pulseless and CPR initiated by staff members. EMS arrived and performed approx 15 min of CPR and gave pt 
epi x 3 and bicarb. No shocks administered but they did not report a rhythm. In the emergency room the 
patient arrived and was found to be pulseless with PEA arrest, CPR was initiated, patient was intubated. 
ROSC ultimately achieved, patient remained very acidotic despite ventilator adjustment, head CT revealed 
cerebral edema. Pt also found to be profoundly anemic with a hemoglobin of 5 and platelets of 37, she was 

No prior vaccinations 
for this event. 



thought to be GI bleeding so medications for this were initiated. Patient then became more hypoxemic with 
bradycardia, consultation with neurosurgery and critical care medicine at tertiary care center deemed ongoing 
CPR futile. Patient arrested at 2:30AM on 2/5, pronounced dead at 2:48AM." 

BLOOD BICARBONATE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital 
by ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. 
DNR status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

No prior vaccinations for 
this event. 

BLOOD BICARBONATE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, c/o 
some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal labs 
(see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP that day 
labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into full cardiac 
arrest and CPR was started. -Please see HPI above, in addition after intubation the patient coded again. More 
epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and targeted temperature 
management was pursued. He is placed on a lidocaine drip and a right femoral central line was placed by 
myself. At this time, norepinephrine drip was initiated given his continued hypotension. Post intubation chest x-
ray suggests possible abdominal pathology and once the patient was stabilized further, he was sent to the CT 
scanner where CT head without IV contrast and CT chest, abdomen and pelvis with IV contrast was obtained. 
He did lose pulses once in the radiology suite. This was brief. IV fluids were initiated and he received over 2 L 
of crystalloid therapy. He continued to be hypotensive in the emergency department and vasopressin was 
added. He also had a single dose of Neo-Synephrine and IV push fashion to help bring his blood pressure up. 

No prior vaccinations 
for this event. 



CT scan reveals probable bilateral aspiration pneumonia/pneumonitis and dilated loops of small bowel without 
a transition point and pneumatosis involving loops in the left upper quadrant. I did try to initiate consult with 
critical care and possible transfer, however he continued to be unstable and coded requiring CPR multiple 
times. He was given IV bicarbonate given his prolonged CPR state and pH. Ultimately, the family decided to 
make the patient comfort measures only given his critical illness. Shortly after making this decision he did pass 
away in the emergency department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report 
Impression - Status: SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for 
portal venous gas which can be seen in the setting of bowel ischemia. Consider CT for further evaluation 
and/or surgical consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild 
patchy perihilar opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: 
MD CT SCAN - CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM Impression 
By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: SIGNED 
Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper lobes, right 
middle lobe, in consolidative opacities within bilateral lower lobes which could represent aspiration, and/or 
multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small bowel without a 
transition point and mucosal hyperenhancement involving the colon with areas of pneumatosis involving loops 
of small bowel within the left upper quadrant and portal venous air consistent with hypoperfusion complex. 
There is a small caliber appearance of the aorta and a flattened appearance of the IVC is well. 4. Intravascular 
air within the IVC and bilateral iliac veins could be secondary to right femoral central lying injection. 5. 
Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement of the medullary pyramids 
which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib fractures on the right at ribs 2 
through 

BLOOD BILIRUBIN 
COVID19 (COVID19 
(MODERNA)) (1201)  



Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 
abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of 
vomiting and dry heaving. 

No prior vaccinations for this 
event. 

BLOOD BILIRUBIN 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Narrative: See ""Other Relevant History"" in Section 6 above Other Relevant Hx: 76yo man with a history of 
for C5 tetraplegia 2/2 cervical stenosis leading to neurogenic bowel/bladder (chronic suprapubic catheter) 
and chronic respiratory failure with tracheostomy, severe dysphagia s/p G tube placement and multiple 
aspiration pneumonias, COPD GOLD III, hx MRSA bacteremia (7/2018) and E coli bacteremia (12/2019). 
Patient transferred from Spinal Cord Injury until to ICU on 1/11/2021 due to worsneing dyspnea, hypoxia 
(80s) and tachycardia and was found to have acute hypoxic respiratory failure likely 2/2 multifocal 
pneumonia. CXR findings of ""There is interval increase in patchy airspace infiltrates and consolidation in 
bilateral lungs concerning for pneumonia"" Patient was started on vancomycin and pip/tazo on 1/11 and 
tracheal aspirate cultures were obtained for VAP diagnosis which ultimately grew Serratia liquifaciens and 
Proteus mirabilis. Infectious Diseases was consulted who recommended a switch to ertapenem therapy for 
a total 10 day course for VAP. UCx/BCx remained negative. On 1/20, a therapeutic bronchoscopy was 
completed with cultures growing Stenotrophomonas maltophilia and pan-S Klebsiella pneumoniae. The 
following day a chest tube was inserted and the course of ertapenem completed but vancomycin was 
continued. By 1/22, patient developed shock liver with ALT/AST 2135/1579 from normal range the day prior 
and SCr increased to 1.3 from baseline 0.7/cystatin C of 2.46 up from 1.15. Levofloxacin was added for 
Stenotrophomonas coverage. By 1/25, patient's clinical status continued to decline and Cardiology was 
consulted for new onset Afib with RVR. Discussion was documented with patient's family who requested 
DNR. Patient passed away in the early AM on 1/26. Demise does not appear to be related to COVID-19 
vaccination but occurred in recent timeframe. Symptoms: ElevatedLiverEnzymes & death, pneumonia, afib" 

No prior vaccinations for 
this event. 



BLOOD BILIRUBIN 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Narrative: Patient received COVID/Pfizer #1 2/10/21 in L deltoid. (Patient home bound). On 2/12/21 reported 
left flank rash. 2/13 rash spread to entire abdomen/chest and UEs. Continued with fluctuations in BP/HR, fluid 
retention. On 2/16 labs ordered and Medrol dose pack. seen in home on 2/19 by MD - RUE swelling; diffuse 
rash over entire body; additional labs ordered (order to home infusion company). Patient passed in AM of 
2/20/21. Reported no urine output the prior evening. Additional labs not performed due to death of patient 
prior to lab company arrival. 

No prior vaccinations 
for this event. 

BLOOD BILIRUBIN INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient had gotten up to the bathroom and collapsed in the hallway after using the restroom. Patient was 
unresponsive upon EMS arrival with vomitus coming out of the mouth per the report when they rolled 
patient over onto his side the emesis was pouring out of his mouth. ER course: Examination. Epinephrine 1 
mg IO x4 CBC, CMP, cardiac panel MDM: 1447 patient arrival, per EMS report patient had been sick and 
vomiting all morning. Bradycardia noted at arrival with rates in the 30s, CPR was initiated patient had 
received 3 rounds of epi prior to arrival. 1450 CPR continues via the Lucas device, 1 mg epinephrine given 
IV push 1451 CPR pause rhythm check. CPR resumes 1453 CPR paused for rhythm check. No central 
pulses, CPR resumed, glucose of 99 per fingerstick 1454 King tube removed. Oral airway placed 
respirations by BVM. 1 mg epinephrine IV push 1455 CPR pause for both pulse and rhythm check. No 
central pulses noted. CPR resumes via Lucas 1456 pupils are fixed and dilated bilaterally 1457 CPR pause 
for pulse and rhythm check. No central pulses noted. CPR resumed via Lucas. 1 mg epinephrine IV push 
1459 warm blankets applied. CPR pause for pulse and rhythm check. No central pulses noted. CPR 
resumed 1501 CPR pause for pulse and rhythm check. No central pulses. CPR resumes 1502 1 mg 
epinephrine given IV push 1503 CPR pause for pulse and rhythm check. No central pulses noted. CPR 

No prior vaccinations for 
this event. 



resumed via the Lucas device 1506 resuscitation is ceased at this time. Time of death recorded at 1506 

BLOOD BILIRUBIN INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient was vaccinated for SARS-CoV-2 on 6-Jan-21 at his site of employment, a Nursing Home. Patient 
presented to Urgent Care on 15-Jan-21 complaining of left sided chest pain that started the evening before 
with an associated slight cough. Pt was afebrile with a heart rate of 88 and an O2 sat on room air of 98% in 
triage. His EKG showed a sinus tachycardia of 114 with a slightly prolonged QTc of 463 ms. Physical exam 
was significant for bibasilar crackles and X-ray showed bibasilar infiltrates consistent with COVID 
pneumonia but bacterial pneumonia could not be excluded. The patients BP was documented as 97/64. He 
was treated with Zofran for nausea and tylenol. He was prescribed a five day course of Azithromycin, an 
Albuterol inhaler, guaifenessin with codeine cough syrup, and Zofran. Labs were drawn and he was 
discharged. His lab results were reported after his departure and were significant for a white blood cell 
count of 1.33, platelet count of 73, 2% myelocytes, 1% metamyelocytes, an absolute neutrophil count of 
0.75 K/ul, a creatinine of 1.83, total bilirubin of 1.3, with direct bilirubin of 0.8, alkaline phosphatase of 294 
and AST of 112 with ALT noted to be within normal limit. His COVID nasopharyngeal swab from the visit 
was reported as negative and a swab performed at his employment on 13-Jan-21 was also reported to be 
negative. Patient could not be reached by phone after discharge from Urgent Care about these labs. On the 
evening of 16-Jan-21, Police Department received a 911 call about an adult at the patient's address who 
was found unresponsive. Upon arrival on scene, the patient was found to be deceased and a decision was 
made not to attempt to resuscitate. The death was deemed to be non-suspicious and the patient's body was 
transported to a funeral home. On 19-Jan-21, I contacted the State Medical Examiner's Office. They have 
decided to perform an autopsy and have recovered the CBC and chemistry specimens obtained for further 
testing. 

No prior vaccinations for 
this event. 

BLOOD BILIRUBIN INCREASED COVID19 (COVID19 
 



(PFIZER-BIONTECH)) 
(1200) 

Patient is a 90-year-old female. She is a nursing home resident with and ongoing COVID 19 outbreak 
occurring . She has been diagnosed with corona virus on 1/4/21. She apparently has not eaten or drank 
anything in about a week. She was being hydrated at the nursing home with normal saline, but has failed to 
improve. She was sent to the ER and was admitted on 1/8/21 to hospital At no time during the hospital stay 
has she been more than minimal responsive. She need O2 for Comfort but on CXR and CT 
cardiopulmonary imagining was clear. Discharge note stated that he was requiring supplemental oxygen, 
but her chest x-ray on admission actually showed no acute cardiopulmonary disease. She was diagnosed 
with COVID-19 on 1/4/21. Most likely, this disease set her level of function back to the point that she was no 
longer eating and drinking, and she just overall rapidly declined after that. There was no evidence of an 
actual COVID pneumonia or pneumonitis. On 1/12/2021 family made patient a DNR and IVF were stopped 
and switched to comforted care. Patient expired 1/13/21 

No prior vaccinations for 
this event. 

BLOOD BILIRUBIN INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Narrative: See ""Other Relevant History"" in Section 6 above Symptoms: 
ElevatedLiverEnzymes & death, pneumonia, afib Treatment:" 

No prior vaccinations for this event. 

BLOOD BILIRUBIN INCREASED 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Sent to ER 1/14/2021 due to drop in blood pressure with LOC during dialysis. Imaging revealed right 
lower lobe pneumonia given script for amoxicillin. According to staff patient was on dialysis had 
pneumonia and was on hospice, dialysis stopped resulting in death. 

No prior vaccinations for 
this event. 



BLOOD BILIRUBIN INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/12/2021 Vaccine 2/13/2021 Weakness, oral ulcers 2/17/2021 Brought to ER for loss of consciousness, 
altered mental status, rectal bleeding; work up showed sepsis, UTI, anemia, pneumonia, pleural effusion, 
pancytopenia, hypotension; persistent hypotension and respiratory failure 2/18/2021 Passed away at 5:54AM 

No prior vaccinations 
for this event. 

BLOOD BILIRUBIN NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient has end stage renal disease and rapidly worsening dementia, family could no longer care for him at 
home, and he was admitted for 14-day quarantine prior to admission to inpatient hospice. Received vaccine 
on 1/12 without apparent adverse reactions. Patient started refusing oral intake on 1/16, and CMP on 1/17 
showed hypernatremia 165 (new issue). His BUN 138 CREAT 6.93 K 5.2 were his baseline. He was found to 
be deceased on 1/18 at 11:18 pm. 

No prior vaccinations 
for this event. 

BLOOD BILIRUBIN NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital 
by ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. 
DNR status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

No prior vaccinations for 
this event. 

BLOOD BILIRUBIN NORMAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt had witnessed arrest by wife. Pt wife started CPR and called EMS. CPR started at 15:12. Continued by No prior vaccinations for 



EMS. Pt arrived to medical center asystole with CRP in progress and ventilated via igel device. He was in 
refractory ventricular fibrillation and continued CPR for a total of 1 hour. At that point, we checked a 
bedside ultrasound which showed his heart at a standstill. He was unresponsive to verbal and tactile 
stimulus and had fixed unreactive pupils. He was pronounced at 16:13. 

this event. 

BLOOD BILIRUBIN NORMAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient received COVID-19 vaccination on 1/14/2021. On 1/17/2021, patient was transferred to Hospital s/p 
multiple cardiac arrests. Patient was hyperkalemic and in acute renal failure at time of transfer. 
Hyperkalemia was treated, but the patient suffered PEA vs VFib. At the time of transfer, patient was on 
vasopressin, norepinephrine, and epinephrine. The patient had an EF of 40-45% and elevated troponins. 
Patient was made DNR and placed on comfort care. Patient passed away on 1/18/2021. Ultimately we 
suspect that the patients condition was a direct result of his underlying disease states, but wanted to make 
sure reporting was made available. 

No prior vaccinations for 
this event. 

BLOOD BILIRUBIN NORMAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, 
c/o some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal 
labs (see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP 
that day labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into 
full cardiac arrest and CPR was started. -Please see HPI above, in addition after intubation the patient 
coded again. More epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and 
targeted temperature management was pursued. He is placed on a lidocaine drip and a right femoral central 

No prior vaccinations for 
this event. 



line was placed by myself. At this time, norepinephrine drip was initiated given his continued hypotension. 
Post intubation chest x-ray suggests possible abdominal pathology and once the patient was stabilized 
further, he was sent to the CT scanner where CT head without IV contrast and CT chest, abdomen and 
pelvis with IV contrast was obtained. He did lose pulses once in the radiology suite. This was brief. IV fluids 
were initiated and he received over 2 L of crystalloid therapy. He continued to be hypotensive in the 
emergency department and vasopressin was added. He also had a single dose of Neo-Synephrine and IV 
push fashion to help bring his blood pressure up. CT scan reveals probable bilateral aspiration 
pneumonia/pneumonitis and dilated loops of small bowel without a transition point and pneumatosis 
involving loops in the left upper quadrant. I did try to initiate consult with critical care and possible transfer, 
however he continued to be unstable and coded requiring CPR multiple times. He was given IV bicarbonate 
given his prolonged CPR state and pH. Ultimately, the family decided to make the patient comfort measures 
only given his critical illness. Shortly after making this decision he did pass away in the emergency 
department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for portal venous gas 
which can be seen in the setting of bowel ischemia. Consider CT for further evaluation and/or surgical 
consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild patchy perihilar 
opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: MD CT SCAN 
- CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM 
Impression By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper 
lobes, right middle lobe, in consolidative opacities within bilateral lower lobes which could represent 
aspiration, and/or multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small 
bowel without a transition point and mucosal hyperenhancement involving the colon with areas of 
pneumatosis involving loops of small bowel within the left upper quadrant and portal venous air consistent 
with hypoperfusion complex. There is a small caliber appearance of the aorta and a flattened appearance of 
the IVC is well. 4. Intravascular air within the IVC and bilateral iliac veins could be secondary to right femoral 



central lying injection. 5. Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement 
of the medullary pyramids which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib 
fractures on the right at ribs 2 through 

BLOOD CALCIUM 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Narrative: Patient received COVID/Pfizer #1 2/10/21 in L deltoid. (Patient home bound). On 2/12/21 
reported left flank rash. 2/13 rash spread to entire abdomen/chest and UEs. Continued with fluctuations in 
BP/HR, fluid retention. On 2/16 labs ordered and Medrol dose pack. seen in home on 2/19 by MD - RUE 
swelling; diffuse rash over entire body; additional labs ordered (order to home infusion company). Patient 
passed in AM of 2/20/21. Reported no urine output the prior evening. Additional labs not performed due to 
death of patient prior to lab company arrival. 

No prior vaccinations for 
this event. 

BLOOD CALCIUM DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient received COVID-19 vaccination on 1/14/2021. On 1/17/2021, patient was transferred to Hospital s/p 
multiple cardiac arrests. Patient was hyperkalemic and in acute renal failure at time of transfer. 
Hyperkalemia was treated, but the patient suffered PEA vs VFib. At the time of transfer, patient was on 
vasopressin, norepinephrine, and epinephrine. The patient had an EF of 40-45% and elevated troponins. 
Patient was made DNR and placed on comfort care. Patient passed away on 1/18/2021. Ultimately we 
suspect that the patients condition was a direct result of his underlying disease states, but wanted to make 
sure reporting was made available. 

No prior vaccinations for 
this event. 

BLOOD CALCIUM DECREASED COVID19 (COVID19 
(PFIZER-BIONTECH))  



(1200) 

Temp of 100.1 and unproductive cough on 1/17; temp of 100.4 1/28; O2 desaturation 88% on RA 
1/28; Diagnosed with Covid-19 on 1/18/2021 Patient passed away on 1/29/2021 

No prior vaccinations for this 
event. 

BLOOD CALCIUM DECREASED 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, 
c/o some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal 
labs (see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP 
that day labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into 
full cardiac arrest and CPR was started. -Please see HPI above, in addition after intubation the patient 
coded again. More epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and 
targeted temperature management was pursued. He is placed on a lidocaine drip and a right femoral central 
line was placed by myself. At this time, norepinephrine drip was initiated given his continued hypotension. 
Post intubation chest x-ray suggests possible abdominal pathology and once the patient was stabilized 
further, he was sent to the CT scanner where CT head without IV contrast and CT chest, abdomen and 
pelvis with IV contrast was obtained. He did lose pulses once in the radiology suite. This was brief. IV fluids 
were initiated and he received over 2 L of crystalloid therapy. He continued to be hypotensive in the 
emergency department and vasopressin was added. He also had a single dose of Neo-Synephrine and IV 
push fashion to help bring his blood pressure up. CT scan reveals probable bilateral aspiration 
pneumonia/pneumonitis and dilated loops of small bowel without a transition point and pneumatosis 
involving loops in the left upper quadrant. I did try to initiate consult with critical care and possible transfer, 
however he continued to be unstable and coded requiring CPR multiple times. He was given IV bicarbonate 
given his prolonged CPR state and pH. Ultimately, the family decided to make the patient comfort measures 
only given his critical illness. Shortly after making this decision he did pass away in the emergency 
department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report Impression - Status: 

No prior vaccinations for 
this event. 



SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for portal venous gas 
which can be seen in the setting of bowel ischemia. Consider CT for further evaluation and/or surgical 
consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild patchy perihilar 
opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: MD CT SCAN 
- CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM 
Impression By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper 
lobes, right middle lobe, in consolidative opacities within bilateral lower lobes which could represent 
aspiration, and/or multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small 
bowel without a transition point and mucosal hyperenhancement involving the colon with areas of 
pneumatosis involving loops of small bowel within the left upper quadrant and portal venous air consistent 
with hypoperfusion complex. There is a small caliber appearance of the aorta and a flattened appearance of 
the IVC is well. 4. Intravascular air within the IVC and bilateral iliac veins could be secondary to right femoral 
central lying injection. 5. Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement 
of the medullary pyramids which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib 
fractures on the right at ribs 2 through 

BLOOD CALCIUM DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"anxious, restless, weak, dizzy, felt ""horrible"". Continued to C/O symptoms,. At 01:15, patient lost 
consciousness , then stopped breathing and lost pulse. Narrative: Patient was first vaccinated for COVID 19 
on 1/8/21. On 1/24/21: 61 year old presents to E.R. with CC of chest pain/sob, with multiple medical 
conditions including hypertension, atrial fibrillation on apixaban, cardiomyopathy with poor EF, dyslipidemia, 
COPD, CVA, lung CA s/p radiotherapy, PTSD, depression, Churg Strauss Syndrome, Sjogren's syndrome 

No prior vaccinations 
for this event. 



presented with chief complaint of chest pain or shortness of breath. He has been having worsening shortness 
of breath the past few days, also complains of cough productive of yellowish sputum, no hemoptysis. He 
complains of left upper chest pain with no radiation. There is no diaphoresis, palpitations or lightheadedness. 
He denies fever or chills. He complains of having fallen a few times recently, thus he passed out. Could not 
say if there were seizures activity. Admitted to 3D Tele. On 1/27, Pt advises he had episode of substernal CP 
this am. RN advises pt was in afib w/ RVR at a rate >140 at time of CP. Pt CP improved w/ prn NTG. Pt HR 
improved after daily medications. Pt sts his CP has resolved. Pt admits to continued dyspnea. Increased trop, 
transferred. 1/28, struggling with orthopnea and cough. He has no peripheral edema. He does have 
intermittent chest pain. Patient having periods of A-Fib RVR with non-sustained rates of 140's-150's 1/29 
more chest pain at 04:00, relieved with NTG. HR = AF, with RVR 145. At about 08:00, Cardiology sees patient 
and signs off, ""shortness of breath and cough not due to heart failure as evidenced by orthostatic 
hypotension and no improvement in symptoms with diuresis. Consider underlying lung disease vs acute 
pulmonary disease."" No pulmonary consult noted. 1/29 Patient received 2nd dose COVID19 vaccine at about 
3:30-4p. No notes from staff on this event. No notes from MD that this was discussed and still part of the plan. 
1/29 nurse's note: At around 2240 Pt was able to rest briefly but is now restless and anxious again. 
Tachypneic, stating he feels so weak and dizzy and overall just feel horrible. Continuing to get up frequently to 
have small soft bowel movements with assistance. Pt also stated ever since he got ""that shot"" he hasn't felt 
well. When asked what shot pt replied ""COVID shot."" Pt did receive 2nd dose of COVID vaccine 1/29 at 
1530. Around 2250 Spoke w MOD to relay above information and overall concern for pt, asked for MOD to 
come to bedside to evaluate pt. MOD states he's handing off to oncoming MOD and they will come to bedside 
to see pt. Around 2300 oncoming MOD called and all above and previous information discussed Around 2310 
MOD came to bedside to see pt. Will continue to monitor closely. 01/30/2021 ADDENDUM Around 0115 pt 
called for help to use bedside commode to urinate and have BM. Assisted x2 to BSC. While sitting on BSC 
pt's eyes rolled back and pt made postures consistent with a seizure, body became very rigid. Pt was 
unresponsive still with pulse. Lifted patient back to bed with 3 staff assist. Pt stopped breathing and lost pulse. 
Chest compressions started immediately and Code Blue called at 0120. 1/30 Hospitalist note: Called for 
CODE BLUE AGAIN AT 4:53. While on Vent after s/p Code blue for reasons not clear patient went into 
Asystole and code called second time. Patient had a prolonged CPR and was actually called off at 5:17 but he 



started having pulse and agonal resp. he was placed on Levophed and D5NS. He got a total of 9 amps of epi, 
3 amps od Bicarb and 1amp of D50. Trope bumped from 0.12 to 0.43 prior to this he already was on ASA, 
Apixiban for afib. Cards are on board for his CHF for his pulmonary edema Lasix ordered. Hid lactic acid is 
elevated. Blood cultures pending. Started Zosyn and is on Levophed. Continue to monitor. Updated patients 
Mom and she requested to do everything at this point. Coded again at 5:40, survived, but AOD writes a death 
note(?) Coded for the 4th time at 08:18. Family at beside, Mother asks for code to be stopped." 

BLOOD CALCIUM INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient had gotten up to the bathroom and collapsed in the hallway after using the restroom. Patient was 
unresponsive upon EMS arrival with vomitus coming out of the mouth per the report when they rolled patient 
over onto his side the emesis was pouring out of his mouth. ER course: Examination. Epinephrine 1 mg IO x4 
CBC, CMP, cardiac panel MDM: 1447 patient arrival, per EMS report patient had been sick and vomiting all 
morning. Bradycardia noted at arrival with rates in the 30s, CPR was initiated patient had received 3 rounds 
of epi prior to arrival. 1450 CPR continues via the Lucas device, 1 mg epinephrine given IV push 1451 CPR 
pause rhythm check. CPR resumes 1453 CPR paused for rhythm check. No central pulses, CPR resumed, 
glucose of 99 per fingerstick 1454 King tube removed. Oral airway placed respirations by BVM. 1 mg 
epinephrine IV push 1455 CPR pause for both pulse and rhythm check. No central pulses noted. CPR 
resumes via Lucas 1456 pupils are fixed and dilated bilaterally 1457 CPR pause for pulse and rhythm check. 
No central pulses noted. CPR resumed via Lucas. 1 mg epinephrine IV push 1459 warm blankets applied. 
CPR pause for pulse and rhythm check. No central pulses noted. CPR resumed 1501 CPR pause for pulse 
and rhythm check. No central pulses. CPR resumes 1502 1 mg epinephrine given IV push 1503 CPR pause 
for pulse and rhythm check. No central pulses noted. CPR resumed via the Lucas device 1506 resuscitation 
is ceased at this time. Time of death recorded at 1506 

No prior vaccinations 
for this event. 

BLOOD CALCIUM NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  



Patient has end stage renal disease and rapidly worsening dementia, family could no longer care for him at 
home, and he was admitted for 14-day quarantine prior to admission to inpatient hospice. Received vaccine 
on 1/12 without apparent adverse reactions. Patient started refusing oral intake on 1/16, and CMP on 1/17 
showed hypernatremia 165 (new issue). His BUN 138 CREAT 6.93 K 5.2 were his baseline. He was found to 
be deceased on 1/18 at 11:18 pm. 

No prior vaccinations 
for this event. 

BLOOD CALCIUM NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital 
by ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. 
DNR status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

No prior vaccinations for 
this event. 

BLOOD CALCIUM NORMAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt had witnessed arrest by wife. Pt wife started CPR and called EMS. CPR started at 15:12. Continued by 
EMS. Pt arrived to medical center asystole with CRP in progress and ventilated via igel device. He was in 
refractory ventricular fibrillation and continued CPR for a total of 1 hour. At that point, we checked a 
bedside ultrasound which showed his heart at a standstill. He was unresponsive to verbal and tactile 
stimulus and had fixed unreactive pupils. He was pronounced at 16:13. 

No prior vaccinations for 
this event. 

BLOOD CALCIUM NORMAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

1/18/2021- Tested positive for Covid-19. 1/20 Patient lethargic, unable to swallow. 1/24 Although 90% No prior vaccinations for this 



O2 sat on RA, it has decreased from her baseline ranging at high 90's. 1/27/2021 Patient passed. event. 

BLOOD CALCIUM NORMAL 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

1/14/2021-0545, blood noted left and right ear. 0715, vomited x 1. Covid Antigen positive. Acute 
MD visit-basilar crackles right and coughing. Increased confusion. 

No prior vaccinations for this 
event. 

BLOOD CHLORIDE 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Narrative: Patient received COVID/Pfizer #1 2/10/21 in L deltoid. (Patient home bound). On 2/12/21 reported 
left flank rash. 2/13 rash spread to entire abdomen/chest and UEs. Continued with fluctuations in BP/HR, fluid 
retention. On 2/16 labs ordered and Medrol dose pack. seen in home on 2/19 by MD - RUE swelling; diffuse 
rash over entire body; additional labs ordered (order to home infusion company). Patient passed in AM of 
2/20/21. Reported no urine output the prior evening. Additional labs not performed due to death of patient 
prior to lab company arrival. 

No prior vaccinations 
for this event. 

BLOOD CHLORIDE DECREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Resident was seen by MD on 1/11/2021 due to increasing in edema and shortness of breath. Lasix 40 mg 
STAT given. New orders to get a STAT CBC, CMP, and BNP. Resident has been dependent on Oxygen 
since his diagnosis of COVID-19 on 11/23/2020. Labs were abnormal. Continued on the lasix 40 mgs. 
Resident remained short of breath with exertion and on oxygen. He was assisted to the toilet on 1/15/2021 in 
the morning where he subsequently passed away. 

No prior vaccinations 
for this event. 

BLOOD CHLORIDE DECREASED COVID19 (COVID19 
 



(MODERNA)) (1201) 

Resident has increase weakness and lethargy with abnormal labs. He was transferred to the ER. He 
was admitted to the hospital and treated for worsening AKI and hypotension. 

No prior vaccinations for this 
event. 

BLOOD CHLORIDE DECREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt. presented to the ER with abd pain and septic shock. Pt. reported to feel ill shortly after 
receiving the vaccine. 

No prior vaccinations for this event. 

BLOOD CHLORIDE DECREASED 
COVID19 (COVID19 (MODERNA)) 

(1201)  

Pt received second Moderna Vaccination on 2/21/21 at 1:00 pm at Pharmacy. Pt present on 2/22/21 to ER 
via ambulance at 1940. Upon presentation C/C hypotension Post COVID vaccine. Nurse notes states that 
Home Health nurse sent patient to ER secondary to hypotension and hyperglycemia. Pt states back ached 
and was holding his head. Nurse noted pt had random petechiae over body and bruising to abdomen 
following injections received during recent hospitalization. (unknown hospitalization). Patient was treated 
with IVF bolus in addition to initiating Dopamine for hypotension, patient became agonal and daughter at 
bedside presented Adv. Directive, pt was DNR. Pt pronounced time of death was 2110pm. (Pt only reported 
a sore shoulder secondary to vaccine). 

No prior vaccinations for 
this event. 

BLOOD CHLORIDE DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Pt had witnessed arrest by wife. Pt wife started CPR and called EMS. CPR started at 15:12. Continued by 
EMS. Pt arrived to medical center asystole with CRP in progress and ventilated via igel device. He was in 

No prior vaccinations for 



refractory ventricular fibrillation and continued CPR for a total of 1 hour. At that point, we checked a 
bedside ultrasound which showed his heart at a standstill. He was unresponsive to verbal and tactile 
stimulus and had fixed unreactive pupils. He was pronounced at 16:13. 

this event. 

BLOOD CHLORIDE DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient received COVID-19 vaccination on 1/14/2021. On 1/17/2021, patient was transferred to Hospital s/p 
multiple cardiac arrests. Patient was hyperkalemic and in acute renal failure at time of transfer. 
Hyperkalemia was treated, but the patient suffered PEA vs VFib. At the time of transfer, patient was on 
vasopressin, norepinephrine, and epinephrine. The patient had an EF of 40-45% and elevated troponins. 
Patient was made DNR and placed on comfort care. Patient passed away on 1/18/2021. Ultimately we 
suspect that the patients condition was a direct result of his underlying disease states, but wanted to make 
sure reporting was made available. 

No prior vaccinations for 
this event. 

BLOOD CHLORIDE DECREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, c/o 
some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal labs 
(see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP that day 
labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into full cardiac 
arrest and CPR was started. -Please see HPI above, in addition after intubation the patient coded again. More 
epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and targeted temperature 
management was pursued. He is placed on a lidocaine drip and a right femoral central line was placed by 
myself. At this time, norepinephrine drip was initiated given his continued hypotension. Post intubation chest x-

No prior vaccinations 
for this event. 



ray suggests possible abdominal pathology and once the patient was stabilized further, he was sent to the CT 
scanner where CT head without IV contrast and CT chest, abdomen and pelvis with IV contrast was obtained. 
He did lose pulses once in the radiology suite. This was brief. IV fluids were initiated and he received over 2 L 
of crystalloid therapy. He continued to be hypotensive in the emergency department and vasopressin was 
added. He also had a single dose of Neo-Synephrine and IV push fashion to help bring his blood pressure up. 
CT scan reveals probable bilateral aspiration pneumonia/pneumonitis and dilated loops of small bowel without 
a transition point and pneumatosis involving loops in the left upper quadrant. I did try to initiate consult with 
critical care and possible transfer, however he continued to be unstable and coded requiring CPR multiple 
times. He was given IV bicarbonate given his prolonged CPR state and pH. Ultimately, the family decided to 
make the patient comfort measures only given his critical illness. Shortly after making this decision he did pass 
away in the emergency department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report 
Impression - Status: SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for 
portal venous gas which can be seen in the setting of bowel ischemia. Consider CT for further evaluation 
and/or surgical consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild 
patchy perihilar opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: 
MD CT SCAN - CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM Impression 
By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: SIGNED 
Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper lobes, right 
middle lobe, in consolidative opacities within bilateral lower lobes which could represent aspiration, and/or 
multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small bowel without a 
transition point and mucosal hyperenhancement involving the colon with areas of pneumatosis involving loops 
of small bowel within the left upper quadrant and portal venous air consistent with hypoperfusion complex. 
There is a small caliber appearance of the aorta and a flattened appearance of the IVC is well. 4. Intravascular 
air within the IVC and bilateral iliac veins could be secondary to right femoral central lying injection. 5. 
Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement of the medullary pyramids 
which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib fractures on the right at ribs 2 



through 

BLOOD CHLORIDE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient has end stage renal disease and rapidly worsening dementia, family could no longer care for him at 
home, and he was admitted for 14-day quarantine prior to admission to inpatient hospice. Received vaccine 
on 1/12 without apparent adverse reactions. Patient started refusing oral intake on 1/16, and CMP on 1/17 
showed hypernatremia 165 (new issue). His BUN 138 CREAT 6.93 K 5.2 were his baseline. He was found to 
be deceased on 1/18 at 11:18 pm. 

No prior vaccinations 
for this event. 

BLOOD CHLORIDE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital 
by ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. 
DNR status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

No prior vaccinations for 
this event. 

BLOOD CHLORIDE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

1/18/2021- Tested positive for Covid-19. 1/20 Patient lethargic, unable to swallow. 1/24 Although 90% 
O2 sat on RA, it has decreased from her baseline ranging at high 90's. 1/27/2021 Patient passed. 

No prior vaccinations for this 
event. 

BLOOD CHLORIDE INCREASED 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

1/14/2021-0545, blood noted left and right ear. 0715, vomited x 1. Covid Antigen positive. Acute No prior vaccinations for this 



MD visit-basilar crackles right and coughing. Increased confusion. event. 

BLOOD CHLORIDE INCREASED 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

Death within thirty days of vaccine. Multiple co-morbidities and placed on hospice 
12/28/20. 

No prior vaccinations for this event. 

BLOOD CHLORIDE NORMAL 
COVID19 (COVID19 (MODERNA)) 

(1201)  

Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital by 
ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. DNR 
status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

No prior vaccinations 
for this event. 

BLOOD CHLORIDE NORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient had gotten up to the bathroom and collapsed in the hallway after using the restroom. Patient was 
unresponsive upon EMS arrival with vomitus coming out of the mouth per the report when they rolled 
patient over onto his side the emesis was pouring out of his mouth. ER course: Examination. Epinephrine 1 
mg IO x4 CBC, CMP, cardiac panel MDM: 1447 patient arrival, per EMS report patient had been sick and 
vomiting all morning. Bradycardia noted at arrival with rates in the 30s, CPR was initiated patient had 
received 3 rounds of epi prior to arrival. 1450 CPR continues via the Lucas device, 1 mg epinephrine given 
IV push 1451 CPR pause rhythm check. CPR resumes 1453 CPR paused for rhythm check. No central 
pulses, CPR resumed, glucose of 99 per fingerstick 1454 King tube removed. Oral airway placed 
respirations by BVM. 1 mg epinephrine IV push 1455 CPR pause for both pulse and rhythm check. No 
central pulses noted. CPR resumes via Lucas 1456 pupils are fixed and dilated bilaterally 1457 CPR pause 
for pulse and rhythm check. No central pulses noted. CPR resumed via Lucas. 1 mg epinephrine IV push 

No prior vaccinations for 
this event. 



1459 warm blankets applied. CPR pause for pulse and rhythm check. No central pulses noted. CPR 
resumed 1501 CPR pause for pulse and rhythm check. No central pulses. CPR resumes 1502 1 mg 
epinephrine given IV push 1503 CPR pause for pulse and rhythm check. No central pulses noted. CPR 
resumed via the Lucas device 1506 resuscitation is ceased at this time. Time of death recorded at 1506 

BLOOD CHLORIDE NORMAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Temp of 100.1 and unproductive cough on 1/17; temp of 100.4 1/28; O2 desaturation 88% on RA 
1/28; Diagnosed with Covid-19 on 1/18/2021 Patient passed away on 1/29/2021 

No prior vaccinations for this 
event. 

BLOOD CHLORIDE NORMAL 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

"anxious, restless, weak, dizzy, felt ""horrible"". Continued to C/O symptoms,. At 01:15, patient lost 
consciousness , then stopped breathing and lost pulse. Narrative: Patient was first vaccinated for COVID 19 
on 1/8/21. On 1/24/21: 61 year old presents to E.R. with CC of chest pain/sob, with multiple medical 
conditions including hypertension, atrial fibrillation on apixaban, cardiomyopathy with poor EF, dyslipidemia, 
COPD, CVA, lung CA s/p radiotherapy, PTSD, depression, Churg Strauss Syndrome, Sjogren's syndrome 
presented with chief complaint of chest pain or shortness of breath. He has been having worsening shortness 
of breath the past few days, also complains of cough productive of yellowish sputum, no hemoptysis. He 
complains of left upper chest pain with no radiation. There is no diaphoresis, palpitations or lightheadedness. 
He denies fever or chills. He complains of having fallen a few times recently, thus he passed out. Could not 
say if there were seizures activity. Admitted to 3D Tele. On 1/27, Pt advises he had episode of substernal CP 
this am. RN advises pt was in afib w/ RVR at a rate >140 at time of CP. Pt CP improved w/ prn NTG. Pt HR 
improved after daily medications. Pt sts his CP has resolved. Pt admits to continued dyspnea. Increased trop, 
transferred. 1/28, struggling with orthopnea and cough. He has no peripheral edema. He does have 

No prior vaccinations 
for this event. 



intermittent chest pain. Patient having periods of A-Fib RVR with non-sustained rates of 140's-150's 1/29 
more chest pain at 04:00, relieved with NTG. HR = AF, with RVR 145. At about 08:00, Cardiology sees patient 
and signs off, ""shortness of breath and cough not due to heart failure as evidenced by orthostatic 
hypotension and no improvement in symptoms with diuresis. Consider underlying lung disease vs acute 
pulmonary disease."" No pulmonary consult noted. 1/29 Patient received 2nd dose COVID19 vaccine at about 
3:30-4p. No notes from staff on this event. No notes from MD that this was discussed and still part of the plan. 
1/29 nurse's note: At around 2240 Pt was able to rest briefly but is now restless and anxious again. 
Tachypneic, stating he feels so weak and dizzy and overall just feel horrible. Continuing to get up frequently to 
have small soft bowel movements with assistance. Pt also stated ever since he got ""that shot"" he hasn't felt 
well. When asked what shot pt replied ""COVID shot."" Pt did receive 2nd dose of COVID vaccine 1/29 at 
1530. Around 2250 Spoke w MOD to relay above information and overall concern for pt, asked for MOD to 
come to bedside to evaluate pt. MOD states he's handing off to oncoming MOD and they will come to bedside 
to see pt. Around 2300 oncoming MOD called and all above and previous information discussed Around 2310 
MOD came to bedside to see pt. Will continue to monitor closely. 01/30/2021 ADDENDUM Around 0115 pt 
called for help to use bedside commode to urinate and have BM. Assisted x2 to BSC. While sitting on BSC 
pt's eyes rolled back and pt made postures consistent with a seizure, body became very rigid. Pt was 
unresponsive still with pulse. Lifted patient back to bed with 3 staff assist. Pt stopped breathing and lost pulse. 
Chest compressions started immediately and Code Blue called at 0120. 1/30 Hospitalist note: Called for 
CODE BLUE AGAIN AT 4:53. While on Vent after s/p Code blue for reasons not clear patient went into 
Asystole and code called second time. Patient had a prolonged CPR and was actually called off at 5:17 but he 
started having pulse and agonal resp. he was placed on Levophed and D5NS. He got a total of 9 amps of epi, 
3 amps od Bicarb and 1amp of D50. Trope bumped from 0.12 to 0.43 prior to this he already was on ASA, 
Apixiban for afib. Cards are on board for his CHF for his pulmonary edema Lasix ordered. Hid lactic acid is 
elevated. Blood cultures pending. Started Zosyn and is on Levophed. Continue to monitor. Updated patients 
Mom and she requested to do everything at this point. Coded again at 5:40, survived, but AOD writes a death 
note(?) Coded for the 4th time at 08:18. Family at beside, Mother asks for code to be stopped." 



BLOOD CHOLESTEROL INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

While at counseling appointment on February 17 patient had witnessed sudden cardiac arrest and was 
not able to be resuscitated. She was pronounced dead at 12:09. At the time of death her glucose was 
about 500. 

No prior vaccinations for 
this event. 

BLOOD CREATINE 
COVID19 (COVID19 
(MODERNA)) (1201)  

Mentation has declined since hospital discharger for fall on 2/6/20201. Patient has also had significant poor 
oral intake. Brought in due to apneic episodes. Abdominal pain - diffuse tenderness (right sided) Elevated 
liver enzymes - likely secondary to dehydration Increased serum creatine kinase - likely due to dehydration 

No prior vaccinations 
for this event. 

BLOOD CREATINE ABNORMAL 
COVID19 (COVID19 
(MODERNA)) (1201)  

"Resident complained of feeling ""hot"" at supper time. Had emesis an hour or so later. Became hypoxic 
and was transferred to the hospital emergency room. Her evaluation in the ED revealed continued presence 
of UTI, leukocytosis (19.8), and renal insufficiency (BUN 22 Cr. 1.3) BP 99/63; P 74; Temp 98.1; RR 16; and 
O2 sat of 95% with 2 LPNC (she is typically on RA). CXR reported changes most consistent with CHF with 
cardiomegaly and bilateral pulmonary vascular prominence. Bibasilar pleural effusions greater on the right 
than left with pulmonary edema. Large hiatal hernia and likely old chronic wedge defromities involving the 
mid thoracic vertebral body. She was admitted for IV antibiotics. She expired 2/6/2021" 

No prior vaccinations for 
this event. 

BLOOD CREATINE PHOSPHOKINASE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



Emergency room 1/11/21 Patient is a 72 year old female who presents with decreased level of 
consciousness. The patient is a nursing home patient and had an episode of choking yesterday that was 
treated with a Heimlich maneuver. Nursing staff at the nursing home reports that she seems to be a bit less 
responsive today. However, the patient has been for the most part unresponsive for 3-4 months time following 
a COVID-19 infection. Of note, her oxygen saturation on room air is 72%. The patient is also febrile to 100.8¦. 
She was unable to provide any information and the aforementioned information is gathered from nursing 
home staff report. 

No prior vaccinations 
for this event. 

BLOOD CREATINE PHOSPHOKINASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Mentation has declined since hospital discharger for fall on 2/6/20201. Patient has also had significant poor 
oral intake. Brought in due to apneic episodes. Abdominal pain - diffuse tenderness (right sided) Elevated liver 
enzymes - likely secondary to dehydration Increased serum creatine kinase - likely due to dehydration 

No prior vaccinations 
for this event. 

BLOOD CREATINE PHOSPHOKINASE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient had gotten up to the bathroom and collapsed in the hallway after using the restroom. Patient was 
unresponsive upon EMS arrival with vomitus coming out of the mouth per the report when they rolled patient 
over onto his side the emesis was pouring out of his mouth. ER course: Examination. Epinephrine 1 mg IO x4 
CBC, CMP, cardiac panel MDM: 1447 patient arrival, per EMS report patient had been sick and vomiting all 
morning. Bradycardia noted at arrival with rates in the 30s, CPR was initiated patient had received 3 rounds of 
epi prior to arrival. 1450 CPR continues via the Lucas device, 1 mg epinephrine given IV push 1451 CPR 
pause rhythm check. CPR resumes 1453 CPR paused for rhythm check. No central pulses, CPR resumed, 
glucose of 99 per fingerstick 1454 King tube removed. Oral airway placed respirations by BVM. 1 mg 
epinephrine IV push 1455 CPR pause for both pulse and rhythm check. No central pulses noted. CPR 
resumes via Lucas 1456 pupils are fixed and dilated bilaterally 1457 CPR pause for pulse and rhythm check. 

No prior vaccinations 
for this event. 



No central pulses noted. CPR resumed via Lucas. 1 mg epinephrine IV push 1459 warm blankets applied. 
CPR pause for pulse and rhythm check. No central pulses noted. CPR resumed 1501 CPR pause for pulse 
and rhythm check. No central pulses. CPR resumes 1502 1 mg epinephrine given IV push 1503 CPR pause 
for pulse and rhythm check. No central pulses noted. CPR resumed via the Lucas device 1506 resuscitation is 
ceased at this time. Time of death recorded at 1506 

BLOOD CREATINE PHOSPHOKINASE MB 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient had gotten up to the bathroom and collapsed in the hallway after using the restroom. Patient was 
unresponsive upon EMS arrival with vomitus coming out of the mouth per the report when they rolled 
patient over onto his side the emesis was pouring out of his mouth. ER course: Examination. Epinephrine 1 
mg IO x4 CBC, CMP, cardiac panel MDM: 1447 patient arrival, per EMS report patient had been sick and 
vomiting all morning. Bradycardia noted at arrival with rates in the 30s, CPR was initiated patient had 
received 3 rounds of epi prior to arrival. 1450 CPR continues via the Lucas device, 1 mg epinephrine given 
IV push 1451 CPR pause rhythm check. CPR resumes 1453 CPR paused for rhythm check. No central 
pulses, CPR resumed, glucose of 99 per fingerstick 1454 King tube removed. Oral airway placed 
respirations by BVM. 1 mg epinephrine IV push 1455 CPR pause for both pulse and rhythm check. No 
central pulses noted. CPR resumes via Lucas 1456 pupils are fixed and dilated bilaterally 1457 CPR pause 
for pulse and rhythm check. No central pulses noted. CPR resumed via Lucas. 1 mg epinephrine IV push 
1459 warm blankets applied. CPR pause for pulse and rhythm check. No central pulses noted. CPR 
resumed 1501 CPR pause for pulse and rhythm check. No central pulses. CPR resumes 1502 1 mg 
epinephrine given IV push 1503 CPR pause for pulse and rhythm check. No central pulses noted. CPR 
resumed via the Lucas device 1506 resuscitation is ceased at this time. Time of death recorded at 1506 

No prior vaccinations for 
this event. 

BLOOD CREATINE PHOSPHOKINASE MB 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  



Emergency room 1/11/21 Patient is a 72 year old female who presents with decreased level of 
consciousness. The patient is a nursing home patient and had an episode of choking yesterday that was 
treated with a Heimlich maneuver. Nursing staff at the nursing home reports that she seems to be a bit less 
responsive today. However, the patient has been for the most part unresponsive for 3-4 months time following 
a COVID-19 infection. Of note, her oxygen saturation on room air is 72%. The patient is also febrile to 100.8¦. 
She was unable to provide any information and the aforementioned information is gathered from nursing 
home staff report. 

No prior vaccinations 
for this event. 

BLOOD CREATINE PHOSPHOKINASE MB DECREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient had gotten up to the bathroom and collapsed in the hallway after using the restroom. Patient was 
unresponsive upon EMS arrival with vomitus coming out of the mouth per the report when they rolled 
patient over onto his side the emesis was pouring out of his mouth. ER course: Examination. Epinephrine 1 
mg IO x4 CBC, CMP, cardiac panel MDM: 1447 patient arrival, per EMS report patient had been sick and 
vomiting all morning. Bradycardia noted at arrival with rates in the 30s, CPR was initiated patient had 
received 3 rounds of epi prior to arrival. 1450 CPR continues via the Lucas device, 1 mg epinephrine given 
IV push 1451 CPR pause rhythm check. CPR resumes 1453 CPR paused for rhythm check. No central 
pulses, CPR resumed, glucose of 99 per fingerstick 1454 King tube removed. Oral airway placed 
respirations by BVM. 1 mg epinephrine IV push 1455 CPR pause for both pulse and rhythm check. No 
central pulses noted. CPR resumes via Lucas 1456 pupils are fixed and dilated bilaterally 1457 CPR pause 
for pulse and rhythm check. No central pulses noted. CPR resumed via Lucas. 1 mg epinephrine IV push 
1459 warm blankets applied. CPR pause for pulse and rhythm check. No central pulses noted. CPR 
resumed 1501 CPR pause for pulse and rhythm check. No central pulses. CPR resumes 1502 1 mg 
epinephrine given IV push 1503 CPR pause for pulse and rhythm check. No central pulses noted. CPR 
resumed via the Lucas device 1506 resuscitation is ceased at this time. Time of death recorded at 1506 

No prior vaccinations for 
this event. 

BLOOD CREATINE PHOSPHOKINASE MB DECREASED COVID19 (COVID19 
 



(PFIZER-BIONTECH)) 
(1200) 

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, 
c/o some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal 
labs (see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP 
that day labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into 
full cardiac arrest and CPR was started. -Please see HPI above, in addition after intubation the patient 
coded again. More epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and 
targeted temperature management was pursued. He is placed on a lidocaine drip and a right femoral central 
line was placed by myself. At this time, norepinephrine drip was initiated given his continued hypotension. 
Post intubation chest x-ray suggests possible abdominal pathology and once the patient was stabilized 
further, he was sent to the CT scanner where CT head without IV contrast and CT chest, abdomen and 
pelvis with IV contrast was obtained. He did lose pulses once in the radiology suite. This was brief. IV fluids 
were initiated and he received over 2 L of crystalloid therapy. He continued to be hypotensive in the 
emergency department and vasopressin was added. He also had a single dose of Neo-Synephrine and IV 
push fashion to help bring his blood pressure up. CT scan reveals probable bilateral aspiration 
pneumonia/pneumonitis and dilated loops of small bowel without a transition point and pneumatosis 
involving loops in the left upper quadrant. I did try to initiate consult with critical care and possible transfer, 
however he continued to be unstable and coded requiring CPR multiple times. He was given IV bicarbonate 
given his prolonged CPR state and pH. Ultimately, the family decided to make the patient comfort measures 
only given his critical illness. Shortly after making this decision he did pass away in the emergency 
department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for portal venous gas 
which can be seen in the setting of bowel ischemia. Consider CT for further evaluation and/or surgical 
consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild patchy perihilar 
opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: MD CT SCAN 
- CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 

No prior vaccinations for 
this event. 



IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM 
Impression By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper 
lobes, right middle lobe, in consolidative opacities within bilateral lower lobes which could represent 
aspiration, and/or multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small 
bowel without a transition point and mucosal hyperenhancement involving the colon with areas of 
pneumatosis involving loops of small bowel within the left upper quadrant and portal venous air consistent 
with hypoperfusion complex. There is a small caliber appearance of the aorta and a flattened appearance of 
the IVC is well. 4. Intravascular air within the IVC and bilateral iliac veins could be secondary to right femoral 
central lying injection. 5. Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement 
of the medullary pyramids which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib 
fractures on the right at ribs 2 through 

BLOOD CREATINE PHOSPHOKINASE NORMAL 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, 
c/o some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal 
labs (see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP 
that day labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into 
full cardiac arrest and CPR was started. -Please see HPI above, in addition after intubation the patient 
coded again. More epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and 
targeted temperature management was pursued. He is placed on a lidocaine drip and a right femoral central 
line was placed by myself. At this time, norepinephrine drip was initiated given his continued hypotension. 
Post intubation chest x-ray suggests possible abdominal pathology and once the patient was stabilized 
further, he was sent to the CT scanner where CT head without IV contrast and CT chest, abdomen and 

No prior vaccinations for 
this event. 



pelvis with IV contrast was obtained. He did lose pulses once in the radiology suite. This was brief. IV fluids 
were initiated and he received over 2 L of crystalloid therapy. He continued to be hypotensive in the 
emergency department and vasopressin was added. He also had a single dose of Neo-Synephrine and IV 
push fashion to help bring his blood pressure up. CT scan reveals probable bilateral aspiration 
pneumonia/pneumonitis and dilated loops of small bowel without a transition point and pneumatosis 
involving loops in the left upper quadrant. I did try to initiate consult with critical care and possible transfer, 
however he continued to be unstable and coded requiring CPR multiple times. He was given IV bicarbonate 
given his prolonged CPR state and pH. Ultimately, the family decided to make the patient comfort measures 
only given his critical illness. Shortly after making this decision he did pass away in the emergency 
department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for portal venous gas 
which can be seen in the setting of bowel ischemia. Consider CT for further evaluation and/or surgical 
consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild patchy perihilar 
opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: MD CT SCAN 
- CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM 
Impression By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper 
lobes, right middle lobe, in consolidative opacities within bilateral lower lobes which could represent 
aspiration, and/or multifocal pneumonia. 2. Small right trace left pleural effusions. 3. Diffusely dilated small 
bowel without a transition point and mucosal hyperenhancement involving the colon with areas of 
pneumatosis involving loops of small bowel within the left upper quadrant and portal venous air consistent 
with hypoperfusion complex. There is a small caliber appearance of the aorta and a flattened appearance of 
the IVC is well. 4. Intravascular air within the IVC and bilateral iliac veins could be secondary to right femoral 
central lying injection. 5. Somewhat abnormal enhancement pattern of the kidneys with hypoenhancement 
of the medullary pyramids which may suggest hypoperfusion injury as well. 6. Probable nondisplaced rib 



fractures on the right at ribs 2 through 

BLOOD CREATININE 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Narrative: Patient received COVID/Pfizer #1 2/10/21 in L deltoid. (Patient home bound). On 2/12/21 reported 
left flank rash. 2/13 rash spread to entire abdomen/chest and UEs. Continued with fluctuations in BP/HR, fluid 
retention. On 2/16 labs ordered and Medrol dose pack. seen in home on 2/19 by MD - RUE swelling; diffuse 
rash over entire body; additional labs ordered (order to home infusion company). Patient passed in AM of 
2/20/21. Reported no urine output the prior evening. Additional labs not performed due to death of patient 
prior to lab company arrival. 

No prior vaccinations 
for this event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

12/30/2020 07:02 AM Resident noted to have some redness in face and respiration were fast. Resident vital 
signs were abnormal except blood pressure. Temp at the time was 102.0 F taken temporal. Resident 
respirations were 22 labored at times. Pulse is 105 and pulse ox 94% on room air. Resident is made 
comfortable in bed. Notified triage of change in condition also made triage aware of resident receiving Covid 
vaccination yesterday morning. Resident appetite and fluid consumption has been poor for few days. 
12/30/2020 07:32 AM Received order from agency to administer Acetaminophen 650mg suppos rectally due 
to resident not wanting to swallow anything including fluids, medications and food. This writer administered 
medication as NP ordered. Will monitor for effectiveness and adverse effects if any. 12/30/2020 08:41 AM 
Received new orders to obtain Flu swab, obtain CBC and BMP, and Chest Xray all to be obtained today. 
Notified family of resident having temperature and vital signs excluding b/p that was abnormal. Family was 
thankful for call and inierated to nurse that family does not want resident sent to hospital. Did educate family 
on benefits of Hospice services, but family persistant on continued daily care provided by nursing staff. 

No prior vaccinations 
for this event. 



Requests visits if decline continues. Family assured if resident continues to decline, facility will accomandate 
resident family to be able to be at bedside when time comes to do so. NP ordered IVF and IV Levaquin on 
12/31/20. Family chose at that time to sign for Hospice services and not have resident provided with IVF or IV 
Antibiotics 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient has end stage renal disease and rapidly worsening dementia, family could no longer care for him at 
home, and he was admitted for 14-day quarantine prior to admission to inpatient hospice. Received vaccine 
on 1/12 without apparent adverse reactions. Patient started refusing oral intake on 1/16, and CMP on 1/17 
showed hypernatremia 165 (new issue). His BUN 138 CREAT 6.93 K 5.2 were his baseline. He was found to 
be deceased on 1/18 at 11:18 pm. 

No prior vaccinations 
for this event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient presented to Vaccine clinic 1/12/21 to receive COVID vaccination. Patient denied any ill feeling, no 
fever, cleared for vaccination. Is chronically SOB due to COPD, but patient reported no different than usual. 
Presented to the ED the next day c/o SOB and weakness for the last week. Patients condition ultimately 
declined over the next few days and died 01/21/21 from pneumonia (not COVID). Patient did admit she lied 
about her symptoms on the day of vaccination to get the shot. 

No prior vaccinations 
for this event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt. was admitted to hospital on 1/6/21 with fatigue, weakness. Pt. was Covid positive in November of 2020. 
Impression upon admission was fatigue may be due to her aortic stenosis and some hypertensive issues with 
blood pressure changes. She was anemic. WBC was elevated to 19.2, HBG 10.5, NA-131, K+ - 3.1, Rule out 

No prior vaccinations 
for this event. 



bacterial infection. Potential source could be her heart valve. Also noted to have acute renal failure with BUN 
of 47 and Creatinine of 2.2 noted. Pt. was transferred to Hospital on 1/8/2021 with dx of aortic stenosis, 
bacteremia, ARF, Dehydration and anemia. Discharged with dx. of sepsis. Pt. expired on 1/18/21 with dx. of 
severe sepsis, complete heart block, staphylococcus epidermidis bacteremia. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

started having generalized weakness on 1/21/21, fatigued., nausea/vomiting. went to doctor on 1/25/21 with 
complaint of sore throat, cough, and felt congested. Went to ER on 1/25/21 with complaints of increased 
shortness of breath, worsening nausea and vomiting. started on oxygen for sats of 87%. admitted on 1/25/21. 
On 1/26/21 needed intubated, CXR showed worsening consolidative change right lung at right hilar level. 
Echocardiogram showed ejection fraction 35-40%, left atrium is moderately dilated. 

No prior vaccinations 
for this event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Died; Increased respirations (22 and labored at times); Pulse 105; 94% O2 on RA; Labored breathing at 
times; leukocytosis; elevated BUN; left lower lung congestion; elevated creatinine; Temperature of 102.0F; 
Redness on face; A spontaneous report was received from a nurse concerning a 92-year-old, female patient 
who received Moderna's COVID-19 vaccine (mRNA-1273) and experienced redness on face, increased 
respirations, labored breathing at times, temperature of 102F, pulse of 105, 94 percent O2, leukocytosis, 
elevated BUN, left lower lung congestion, elevated creatinine, and death. The patient's medical history, as 
provided by the reporter, included dementia and reduced mobility. No relevant concomitant medications were 
reported. On 29 Dec 2020, the patient received their first of two planned doses of mRNA-1273 intramuscularly 
for prophylaxis of COVID-19 infection. On 30 Dec 2020, the patient began to experience redness on her face, 
increased respirations (reported as 22 and labored at times), pulse of 105, and 94 percent oxygen saturation 
on room air. The patient had a fever of 102 degrees Fahrenheit. Laboratory tests revealed a negative 

No prior vaccinations 
for this event. 



influenza swab, elevated white blood cell count of 14.1, elevated BUN at 113, and creatinine 2.7. Chest x-ray 
showed mild, left lower lung infiltrate. On 31 Dec 2020, the patient went under hospice care per her family 
request.. Action taken with mRNA-1273 in response to the events was not applicable. The patient died on 01 
Jan 2021, the cause of death was unknown.; Reporter's Comments: This case concerns a 92-year-old, 
female subject with medical history of dementia and reduced mobility, who experienced the serious 
unexpected events of death, respiratory rate increased, heart rate increased, oxygen saturation decreased, 
elevated BUN, elevated creatinine, left lung congestion and dyspnoea and the non-serious events of 
erythema and pyrexia. The events of respiratory rate increased, heart rate increased, oxygen saturation 
decreased, dyspnoea, erythema and pyrexia occurred 2 days after the first dose of the study medication 
administration, and the event of death occurred 4 days after the first dose of the study medication 
administration. Very limited information regarding the events is available at this time and no definite diagnosis 
or autopsy report have been provided. Additional information has been requested.; Reported Cause(s) of 
Death: Died 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt. presented to the ER with abd pain and septic shock. Pt. reported to feel ill shortly after 
receiving the vaccine. 

No prior vaccinations for this event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 (MODERNA)) 

(1201)  

Had acute respiratory failure, dysuria NSTEMI after Dose #1 Lot # 025L20A (Moderna) hospitalized same day 
12/31/20 administered @ 1040 back to baseline. 2nd Dose on 1/27/21 0950 Lot as above. Unknown exact 
onset same day, ED by EMS @ 1745, respiratory distress, febrile 39.4 degrees C BP 150/105 RR 29 

No prior vaccinations 
for this event. 

BLOOD CREATININE INCREASED COVID19 (COVID19 
 



(MODERNA)) (1201) 

Pt presents to ER with increased weakness, hypoxia, history of COPD, but not oxygen dependent., 
hypotension. Acute Kidney failure noted in labs, not previously diagnosed , new hyperkalemia. BP 73/39, HR 
67. dopamine initiated, and switched to Levophed. Oxygen Sat 86%, requiring 10 L O2. Transferred from this 
critical access hospital to another Hospital. Expires later 2-13-2021 

No prior vaccinations 
for this event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient awoke on 2/12/21 with altered mental status, confusion, respiratory distress, was taken to hospital by 
ambulance. Per ED notes from ED attending Pt presented with hypotension and respiratory distress. DNR 
status, patient given comfort measures and passed away in ED at 11:24 am on 2/12/21. 

No prior vaccinations 
for this event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

ER visit 1/25/21 patient walked into a prompt care and collapsed, witnessed and pulseless CPR with ROSC 
after 6-7mins, no shock no meds. Awake and speaking upon arrival to ER. 2 plus pitting edema ble ER 
diagnosis Anasarca, cardiac arrest, hypotension, elevated troponin I levels, Acute kidney injury and syncope. 
ER notes reveal a syncopal episode in the shower prior to collapse at prompt care. Central line placed and 
plan to ship to another facility, patient continued to decline despite dopamine and dobutamine expired in ER 
prior to transfer. 

No prior vaccinations 
for this event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Received vaccine on 2/6/2021. was a bit off all week per caregivers - low grade temp and reporting pain 
which they treated with Tylenol. She was pretty much herself on morning of 2/13/2021 - got up, had shower. 

No prior vaccinations 



caregivers noted her extremities were cool and face was red. temp was 97.4. She was placed in wheelchair 
with book in the living room. caregivers noted she was not turning pages of the book as she usually would. 
She was tracking, so they don't think she had a seizure. Caregiver moved her back to bed with blanket and 
noted that her lips were blue and at that point called 911. She was found with agonal breathing, CPR started, 
intubated by EMS, taken to the ER and diagnosed with cardiac arrest upon arrival. CPR was continued until 
family could be reached and decision was made to stop resuscitation. 

for this event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Patient reported feeling weak, fatigue, fever (102), and loss of appetite. Patient subsequently went to the ER 
2/6/2021 and tested positive for COVID-19 on 2/7/21 (collection date). See following discharge summary from 
ED: 82 y.o. female who initially presented to the ED with complaint of generalized weakness, fatigue, fever, 
and loss of appetite x at least 4 days since receiving Covid 19 vaccine. Her workup in the emergency room 
was significant for hypoxia with 02 saturation 88% on 2LPM (home nocturnal 02 requirement) with 
improvement to mid-90s on 4LPM. Blood sugar was 47, Cr 1.61. CXR showed extensive R lung and 
moderate left lung opacities. She was started on empiric ceftriaxone and azithromycin and admitted to the 
hospitalist service for further workup and mgmt. During her stay in the hospital, pt did test positive for Covid 
19. She developed rapidly progressive respiratory failure, felt to be secondary to ARDS. There was also 
question of contributing pulmonary edema, however this was refractory to lasix and thus ARDS was felt to be 
the most significant factor. She had requested DNR/DNI status, thus as her 02 requirement escalated she 
was transitioned to 15LPM NRB and then to BiPAP support. Unfortunately, she continued to suffer greatly 
with the BiPAP in place, and therefore made the decision to transition herself to comfort measures only after 
visitation from her family. Her other medical issues were supported as appropriate during her stay, with 
dextrose infusion for hypoglycemia and AKI, also hyponatremia felt to be due to IVVF. Unfortunately, am 
unable to find any documentation regarding how pt was feeling when she received the vaccine compared to 
her baseline state of health. thus am unable to say whether the severity of her illness represents vaccine¡ 
enhanced disease or the much more common cytokine release syndrome leading to ARDS. Regardless, she 

No prior vaccinations 
for this event. 



developed ARDS as result of her Covid 19 illness. Time of death: 1408 on 2/9/21. Cause of death: ARDS due 
to Covid 19 pneumonia. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Pt received second Moderna Vaccination on 2/21/21 at 1:00 pm at Pharmacy. Pt present on 2/22/21 to ER via 
ambulance at 1940. Upon presentation C/C hypotension Post COVID vaccine. Nurse notes states that Home 
Health nurse sent patient to ER secondary to hypotension and hyperglycemia. Pt states back ached and was 
holding his head. Nurse noted pt had random petechiae over body and bruising to abdomen following 
injections received during recent hospitalization. (unknown hospitalization). Patient was treated with IVF bolus 
in addition to initiating Dopamine for hypotension, patient became agonal and daughter at bedside presented 
Adv. Directive, pt was DNR. Pt pronounced time of death was 2110pm. (Pt only reported a sore shoulder 
secondary to vaccine). 

No prior vaccinations 
for this event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 
(MODERNA)) (1201)  

Abdominal pain, nausea and vomiting, shortness of breath, acidosis, hypoglycemia, death. Onset of 
abdominal pain was 30 minutes after administration of the vaccine followed by 20+ episodes of 
vomiting and dry heaving. 

No prior vaccinations for this 
event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

PATIENT GOT HER FIRST COVID PFIZER VACCINE AT 12/31 IN THE AM. HAD GOTTEN FLU LIKE 
SYMPTOMS AND HAD BEEN SICK FOR A COUPLE OF DAYS. HAD NAUSEA AND VOMITTING 
DURING THIS TIME AS WELL. ON 1/3 THE CARE GIVER WENT TO CHECK ON HER PT AT HER LTC 

No prior vaccinations for 
this event. 



FACILITY WHERE SHE LIVES AND SHE WASN'T ACTING RIGHT. SHE WAS UNABLE TO DO A 
STROKE EXAM. PT HAD NO MOVEMNET IN ARMS OR LEGS AND WAS UNABLE TO SPEAK. PT WAS 
VITALLY STABLE AT THE TIME. EMS RECORDED THAT THEY THOUGHT DIAGNOSIS WOULD BE 
STROKE, PNEUMONIA OR SEPSIS. AFTER ARRIVAL AT THE HOSPITIAL DETERMED THAT SHE 
HAD A STORKE, ACUTE KIDNEY INJURY, ABNORMAL LFTS. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient was vaccinated for SARS-CoV-2 on 6-Jan-21 at his site of employment, a Nursing Home. Patient 
presented to Urgent Care on 15-Jan-21 complaining of left sided chest pain that started the evening before 
with an associated slight cough. Pt was afebrile with a heart rate of 88 and an O2 sat on room air of 98% in 
triage. His EKG showed a sinus tachycardia of 114 with a slightly prolonged QTc of 463 ms. Physical exam 
was significant for bibasilar crackles and X-ray showed bibasilar infiltrates consistent with COVID 
pneumonia but bacterial pneumonia could not be excluded. The patients BP was documented as 97/64. He 
was treated with Zofran for nausea and tylenol. He was prescribed a five day course of Azithromycin, an 
Albuterol inhaler, guaifenessin with codeine cough syrup, and Zofran. Labs were drawn and he was 
discharged. His lab results were reported after his departure and were significant for a white blood cell 
count of 1.33, platelet count of 73, 2% myelocytes, 1% metamyelocytes, an absolute neutrophil count of 
0.75 K/ul, a creatinine of 1.83, total bilirubin of 1.3, with direct bilirubin of 0.8, alkaline phosphatase of 294 
and AST of 112 with ALT noted to be within normal limit. His COVID nasopharyngeal swab from the visit 
was reported as negative and a swab performed at his employment on 13-Jan-21 was also reported to be 
negative. Patient could not be reached by phone after discharge from Urgent Care about these labs. On the 
evening of 16-Jan-21, Police Department received a 911 call about an adult at the patient's address who 
was found unresponsive. Upon arrival on scene, the patient was found to be deceased and a decision was 
made not to attempt to resuscitate. The death was deemed to be non-suspicious and the patient's body was 
transported to a funeral home. On 19-Jan-21, I contacted the State Medical Examiner's Office. They have 

No prior vaccinations for 
this event. 



decided to perform an autopsy and have recovered the CBC and chemistry specimens obtained for further 
testing. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient received COVID-19 vaccination on 1/14/2021. On 1/17/2021, patient was transferred to Hospital s/p 
multiple cardiac arrests. Patient was hyperkalemic and in acute renal failure at time of transfer. 
Hyperkalemia was treated, but the patient suffered PEA vs VFib. At the time of transfer, patient was on 
vasopressin, norepinephrine, and epinephrine. The patient had an EF of 40-45% and elevated troponins. 
Patient was made DNR and placed on comfort care. Patient passed away on 1/18/2021. Ultimately we 
suspect that the patients condition was a direct result of his underlying disease states, but wanted to make 
sure reporting was made available. 

No prior vaccinations for 
this event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Patient is a 90-year-old female. She is a nursing home resident with and ongoing COVID 19 outbreak 
occurring . She has been diagnosed with corona virus on 1/4/21. She apparently has not eaten or drank 
anything in about a week. She was being hydrated at the nursing home with normal saline, but has failed to 
improve. She was sent to the ER and was admitted on 1/8/21 to hospital At no time during the hospital stay 
has she been more than minimal responsive. She need O2 for Comfort but on CXR and CT 
cardiopulmonary imagining was clear. Discharge note stated that he was requiring supplemental oxygen, 
but her chest x-ray on admission actually showed no acute cardiopulmonary disease. She was diagnosed 
with COVID-19 on 1/4/21. Most likely, this disease set her level of function back to the point that she was no 
longer eating and drinking, and she just overall rapidly declined after that. There was no evidence of an 

No prior vaccinations for 
this event. 



actual COVID pneumonia or pneumonitis. On 1/12/2021 family made patient a DNR and IVF were stopped 
and switched to comforted care. Patient expired 1/13/21 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

"Narrative: See ""Other Relevant History"" in Section 6 above Symptoms: 
ElevatedLiverEnzymes & death, pneumonia, afib Treatment:" 

No prior vaccinations for this event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

On 2/5/2021 resident noted to be azotemic. Creatinine up to 3.8 and BUN in 80's. He was started on NS 
hydration. On 2/7/2021 he was noted without VS, per MD notes, possible VF arrest, renal failure; death 
unclear exact cause. 

No prior vaccinations for this 
event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

Lethargic, refusing medications and meals. 1/11/2021- Covid+, poor appetite. No prior vaccinations for this event. 

BLOOD CREATININE INCREASED COVID19 (COVID19 (PFIZER-BIONTECH)) (1200) 
 

"Narrative: See ""Other Relevant History"" in Section 6 above Other Relevant Hx: 76yo man with a history of 
for C5 tetraplegia 2/2 cervical stenosis leading to neurogenic bowel/bladder (chronic suprapubic catheter) 
and chronic respiratory failure with tracheostomy, severe dysphagia s/p G tube placement and multiple 
aspiration pneumonias, COPD GOLD III, hx MRSA bacteremia (7/2018) and E coli bacteremia (12/2019). 

No prior vaccinations for 
this event. 



Patient transferred from Spinal Cord Injury until to ICU on 1/11/2021 due to worsneing dyspnea, hypoxia 
(80s) and tachycardia and was found to have acute hypoxic respiratory failure likely 2/2 multifocal 
pneumonia. CXR findings of ""There is interval increase in patchy airspace infiltrates and consolidation in 
bilateral lungs concerning for pneumonia"" Patient was started on vancomycin and pip/tazo on 1/11 and 
tracheal aspirate cultures were obtained for VAP diagnosis which ultimately grew Serratia liquifaciens and 
Proteus mirabilis. Infectious Diseases was consulted who recommended a switch to ertapenem therapy for 
a total 10 day course for VAP. UCx/BCx remained negative. On 1/20, a therapeutic bronchoscopy was 
completed with cultures growing Stenotrophomonas maltophilia and pan-S Klebsiella pneumoniae. The 
following day a chest tube was inserted and the course of ertapenem completed but vancomycin was 
continued. By 1/22, patient developed shock liver with ALT/AST 2135/1579 from normal range the day prior 
and SCr increased to 1.3 from baseline 0.7/cystatin C of 2.46 up from 1.15. Levofloxacin was added for 
Stenotrophomonas coverage. By 1/25, patient's clinical status continued to decline and Cardiology was 
consulted for new onset Afib with RVR. Discussion was documented with patient's family who requested 
DNR. Patient passed away in the early AM on 1/26. Demise does not appear to be related to COVID-19 
vaccination but occurred in recent timeframe. Symptoms: ElevatedLiverEnzymes & death, pneumonia, afib" 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 

(PFIZER-BIONTECH)) 
(1200)  

1/14/2021-0545, blood noted left and right ear. 0715, vomited x 1. Covid Antigen positive. Acute 
MD visit-basilar crackles right and coughing. Increased confusion. 

No prior vaccinations for this 
event. 

BLOOD CREATININE INCREASED 
COVID19 (COVID19 (PFIZER-

BIONTECH)) (1200)  

2/2/2021- seen in Ed with c/o intermittent fever following 2nd dose. Redness to bilateral upper extremities, 
c/o some pain with urination, weak. V/S stable, afebrile in ED. Assess for infection. No significant abnormal 

No prior vaccinations for 
this event. 



labs (see below), hydrated and discharged. 2/4/2021- arrived in ED with c/o vomiting, seen earlier by PCP 
that day labs drawn. Shortly after arriving in the ED copious amouts of emesis noted, the patient went into 
full cardiac arrest and CPR was started. -Please see HPI above, in addition after intubation the patient 
coded again. More epinephrine and lidocaine were given. CPR was resumed. We did obtain ROSC and 
targeted temperature management was pursued. He is placed on a lidocaine drip and a right femoral central 
line was placed by myself. At this time, norepinephrine drip was initiated given his continued hypotension. 
Post intubation chest x-ray suggests possible abdominal pathology and once the patient was stabilized 
further, he was sent to the CT scanner where CT head without IV contrast and CT chest, abdomen and 
pelvis with IV contrast was obtained. He did lose pulses once in the radiology suite. This was brief. IV fluids 
were initiated and he received over 2 L of crystalloid therapy. He continued to be hypotensive in the 
emergency department and vasopressin was added. He also had a single dose of Neo-Synephrine and IV 
push fashion to help bring his blood pressure up. CT scan reveals probable bilateral aspiration 
pneumonia/pneumonitis and dilated loops of small bowel without a transition point and pneumatosis 
involving loops in the left upper quadrant. I did try to initiate consult with critical care and possible transfer, 
however he continued to be unstable and coded requiring CPR multiple times. He was given IV bicarbonate 
given his prolonged CPR state and pH. Ultimately, the family decided to make the patient comfort measures 
only given his critical illness. Shortly after making this decision he did pass away in the emergency 
department. RADIOLOGY DIAGNOSTIC - CHEST PORTABLE 02/04 2051 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2059 IMPRESSION: 1. Findings highly suspicious for portal venous gas 
which can be seen in the setting of bowel ischemia. Consider CT for further evaluation and/or surgical 
consultation. 2. Endotracheal tube 3.7 cm above the carina. 3. Low lung volumes with mild patchy perihilar 
opacities. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 8:55 PM Impression By: MD CT SCAN 
- CT HEAD WO 02/04 2140 *** Report Impression - Status: SIGNED Entered: 02/04/2021 2200 
IMPRESSION: Negative for acute intracranial process. No evidence of mass effect, acute hemorrhage or 
definite acute cortical infarct. Final Report Signed by: M.D., Sign Date/Time: 02/04/2021 9:57 PM 
Impression By: - MD CT SCAN - CT CHEST/ABD/PELVIS W 02/04 2140 *** Report Impression - Status: 
SIGNED Entered: 02/04/2021 2214 IMPRESSION: 1. Ill-defined patchy opacities within the bilateral upper 
lobes, right middle lobe, in consolidative opacities within bilateral lower lobes which could represent 




